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Abstract and Keywords
Worldwide, First Nations women are among the most vulnerable to Intimate Partner
Violence (IPV); and yet, their lived experiences of violence are lacking in the literature.
Using Photovoice methodology and a community-based, participatory action approach, this
project addresses multiple questions pertaining to First Nations mothers’ experiences of IPV,
including: What are the health and social consequences of IPV and how do the social
determinants of Aboriginal peoples’ health shape the capacities of women survivors to
manage and overcome IPV? Drawing on decolonization theory, a social determinants of
Aboriginal peoples’ health framework, and aspects of feminist theory, this project was
designed to empower First Nations mothers to work toward a vision of quality care in Kettle
& Stony Point First Nation; specifically, a system of health care that better meets the needs
of IPV-affected community members. With the foundation provided by cultural principles
and resources, such as spirituality and an ethic of responsibility, women survivors managed
the severest of IPV experiences and are free of violence. This project’s process and outcomes
point directly to resilience, or resistance to colonial conditions that generate and support ill
health. Its main recommendation is that intervention with respect to IPV and its correlates
restores and supports community strengths and re-positions resilient women at the core of
renewal. The women survivors who participated in this project effectively managed
marginalization. And as grandmothers and mothers, they are invested in and dedicated to the
health of our First Nations communities.

Keywords: Intimate Partner Violence; First Nations; Social Determinants of Aboriginal
Peoples’ Health; Decolonizing Methodologies; Community Based Research; Participatory
Action Research; Photovoice Methodology; Resilience
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Chapter 1

1

Introduction to the Project

This project sought to address multiple questions pertaining to First Nations1 mothers’
experiences of Intimate Partner Violence (IPV), including: What are the health and social
consequences of IPV and how do the social determinants of Aboriginal peoples’ health
shape the capacities of women survivors to manage and overcome IPV? Through the use
of

Community-Based,

Participatory

Action

Research

(PAR)

and

Photovoice

methodology, it was designed to empower First Nations mothers to identify and reflect on
problems and strengths in our community and work toward a vision of quality care in
Chippewas of Kettle & Stony Point First Nation, and similar communities; a system of
health care that better meets the needs of women survivors, those currently in abusive
relationships, and individuals and groups at risk of gendered violence.

Photovoice was used to gather information on the health and social impact of IPV and the
confounding influence of various historical, political, social, and cultural factors;
specifically, socially-determined mechanisms that facilitate and impede healthful
behaviors in the context of IPV. The approach was consequential to the overall goals of
the project. It provided a channel for self-exploration and expression, opened doors to
ongoing support and healing, and allowed women the opportunity to advocate for change

1

The term First Nation(s) is the widely-used contemporary term for status and non-status Indians, and it is utilized

formally to reference registered bands (e.g., Kettle & Stony Point First Nation). Aboriginal is the term used to describe
all original inhabitants of Canada, including First Nations, Inuit, and Métis, regardless of history, language, and culture.
Indigenous refers to Aboriginal people who are native to a specified country (e.g., First Nations people in Canada and
Maori people in New Zealand). The term is used internationally to refer to Aboriginal peoples across the globe (Indian
and Northern Affairs Canada 2004).
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in our community; this through a program developed, implemented, and controlled by
women survivors and their community’s health care providers. Through photos, photoelicitation interviews, and informal group discussions, we learned a great deal about IPV
in our community. Although First Nations women across Canada share comparable
experiences of violence, the mothers who contributed to this project communicated
distinctive aspects of our community, and the impact of these on their experiences of
IPV, offering recommendations on how to improve health care – an important
intermediate determinant of health – for IPV-affected community members. With this,
frontline workers, managers, directors, and leadership are in a better position to modify
existing policy and improve current programming. The implications of this are significant
for the wider First Nations community. Ultimately, this project’s photos tell a story of
First Nations women’s resilience. Just as they capture challenges and struggles, so too do
they offer insight into the strengths of our First Nations communities and opportunities
for change.

1.1 Personal Introduction
My name is Julie George. I’m from Chippewas of Kettle & Stony Point First Nation and
I’m Ojibway of Pottawatomi descent. My dad is a retired Ontario Provincial Police (OPP)
officer, a lawyer, and a PhD Candidate in Law at the University of Ottawa. My mom is
the Nurse Manager in Kettle & Stony Point, where she’s been working for over 30 years.
I am the second of three children. I have an older brother and a younger brother. My
husband is from Munsee Delaware First Nation. We are best friends and have 4 beautiful
sons together.

Kettle & Stony Point is located in southern Ontario. Our band membership is
approximately 2,300 and close to 1,300 of our members live on the First Nation. We are
part of the Anishnabek Nation and our political association is with the Union of Ontario
Indians (UOI). We have a large system of programs and services, made up of Chief Tom
Bressette, 8 band councilors, and a team of dedicated finance, housing, lands, social
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service, child and family service, and health employees. As a community, we are perhaps
best known for three things in particular: 1) our spectacular beach; 2) our kettles, which
form out of shale at the far point of our community; and 3) our history of land dispute,
which dates back to 1942. Prior to that, Kettle Point and Stony Point were two separate
communities. During World War II, under the War Measures Act, the federal government
took control of the land at Stony Point for the purpose of building a military camp. At the
time of appropriation, the 17 families that lived on Stony Point were relocated to small
plots of land on the nearby Kettle Point Reserve. Originally, the government promised to
return the land. Of course, government officials continued to use it after the war, and by
the early 1990s, it was home to a military training camp. In 1993, band members began
occupying parts of the base. This was followed in 1995 by the military’s departure from
the land, and soon after that, our occupation of neighboring Ipperwash Provincial Park,
which culminated in the 1995 shooting death of Dudley George, who was my dad’s first
cousin. An inquiry into Dudley’s death commenced in 2004, concluded in 2006, and the
Stony Point land was returned to our First Nation in 2009, with negotiations regarding its
return ongoing.

My grandfather on my dad’s side, Robert (Knobby) George Jr., was born on March 28,
1932. One of eight children, he was born on the Stony Point Reserve. His family was one
of the families forced off of Stony Point and relocated to Kettle Point, where he lived
until he died, tragically, in 2002. At the age of 16 my grandpa married my grandma, who
was 15. They were married for 52 years, raised 11 children together, and happily
welcomed 26 grandchildren. My grandpa was a deeply spiritual man who possessed
traditional spiritual knowledge. He was one of a small number of people fluent in our
Ojibway dialect. And so my history and the histories of my immediate and extended
families comprise these struggles around government, land, marginalization, and
discontent. This has shaped me as a person, the way that I view the world, as well as my
motivations for pursuing higher education. As a First Nations person I’m inherently
politically-minded. Taiake Alfred once stated that we – Aboriginal people – are born this
way. Politically, I believe in and am committed to the inherent rights of First Nations
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people. However, I also believe that First Nations communities need to focus more on the
range of issues impacted by gender. As National Chief Shawn Atleo commented: “The
issue of gender division is one of the external influences that have come into our
communities, and the rebuilding of traditional relationships is absolutely essential to our
future health and well-being” (2012, July 18). It is against this backdrop that our project
developed.

1.2 Project Outline
The current chapter defines IPV, outlines the extent of the problem worldwide and in
Canada, as well as risk factors, common health and social consequences, and the
susceptibility of First Nations women to IPV. This discussion will contribute to our
understanding of the problem and the pressing need to address it. Chapter 2 provides an
important backdrop to the project. It outlines the intergenerational impact of colonization
and its various measures (namely, the residential school system), and situates women
within a culture of violence in First Nations communities. In a description of
methodology and methods, Chapter 3 defines cultural sensitivity and highlights its
importance to research involving First Nations people. Ethical guidelines for research
involving Aboriginal people are discussed, as well as the appropriateness of CommunityBased, PAR, and Photovoice in exploring the experiences of First Nations mothers,
reflecting on socially-constructed determinants of health, and making change. I went into
the project resolved that Photovoice and taking pictures that represent their experiences
would have a therapeutic effect on women survivors, akin to that described by Frohmann
(2005) in The Framing Safety Project. While not in and of itself therapeutic, a health
centre program was developed and implemented to promote beneficial outcomes. The
following chapter, Chapter 4, documents that program – the Kettle & Stony Point Health
Services Healing and Support Program for Women Survivors and Girls at Risk. The
program was developed alongside said research to address participants’ traumas and
ensure emotional safety in the process of revisiting and giving voice to their experiences.
Other notable outcomes are highlighted. Chapter 5 summarizes the photos, individual
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interviews, and group discussions. The interviews were based on the photos (photoelicited) and other details considered important to each woman’s story. Sources of
resilience are highlighted, as well as limitations in managing IPV and health. Chapter 5
concludes with a summary of recommendations, advanced by women survivors, on how
to enhance the Healing and Support Program and ensure sustainability over the long term.
Notably, these recommendations are consistent with the areas for action that emerged
from the 2007 International Symposium on the Social Determinants of Indigenous
Health. This is followed in Chapter 6 by a closing discussion that situates IPV and its
solutions in a larger social determinants of Aboriginal peoples’ health framework. Figure
1 outlines the basic construction of the dissertation.

6

Figure 1: Project Outline
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1.3 Contributions and Foundational Principles
This project makes three important contributions. First, its methodology and methods,
including topic development, the evolution of research questions, research design,
approach to data collection, and other ethical considerations, add to contemporary
decolonizing research. It draws on the Tri-Council Policy Statement on Ethics of
Research Involving the First Nations, Inuit, and Métis Peoples of Canada (Interagency
Advisory Panel on Research Ethics 2011). Rooted within it are the principles of
Ownership, Control, Access, and Possession (National Aboriginal Health Organization
2007). This project is a true expression of commitment to and partnership in research. It
is relevant to our community, builds on existing strengths, and prioritizes local-level
benefits, including capacity-development and empowerment to make change. As a friend
of mine put it: “It is research done right.” Second, the results of this case study contribute
to healthful policy and programming in the Kettle & Stony Point community; this
through participant-informed recommendations intended to influence ongoing and
constantly-evolving mental health, addictions, and violence (MHAV) programming.
Noticeably, the themes that frame this discussion and the chapter’s larger theoretical
conversation on social determinants of Aboriginal peoples’ health overlap, which brings
me to the project’s third contribution. Experiences of managing IPV and its health and
social impacts point to a larger theoretical framework for understanding the problem and
developing appropriate solutions. They point to the relationships that underlie IPV in
First Nations communities and the central role of decolonization in improving the
mechanisms that impact health outcomes.

A core group of foundational principles guided this project and ensured its contributions.
First, it responds to a basic need in First Nations research to advance culturallyappropriate, qualitative methods that prioritize the lived experiences of First Nations
people. Second, it reflects a commitment to conduct research from a strengths-based
perspective. Rather than document the high rates of violence among First Nations
women, the strategy outlined herein emphasizes the identification and promotion of
protective factors that enable women survivors to exhibit resiliency in the face of social,
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political, and economic inequalities and health disparities. As an extension of that, this
project reflects a commitment to look at and address IPV and its correlates within a social
determinants of Aboriginal peoples’ health framework. This is consequential. Ultimately,
the contexts within which First Nations people manifest health-negating behaviors are
wide-ranging and complex. They are impacted by social determinants (distal,
intermediate, and proximal), which similarly affect First Nations people across Canada.
Likewise, the processes by which First Nations people achieve positive health outcomes
in the face of negative mechanisms are complex and must take into account frameworks
endorsed by the World Health Organization, and discourse and models formulated
nationally by Richmond et al. (2007) and Loppie Reading and Wien (2009). Furthermore,
this project reflects a commitment to engage in genuine community-research
partnerships. Critical to this are the local articulation of needs with respect to research
and a more sophisticated understanding of the significant issues that shape health and
well-being for First Nations people, many of which are outlined herein. There is a long
history of unprincipled research in First Nations communities where researchers engage
in projects that ignore local knowledge and bring no benefit to the community. This
project was undertaken with every effort to help build local capacity and make it
accessible at the level of community. In order to make it accessible, this project
emphasizes the potential of research to change systems that historically marginalize First
Nations people, including the health care system. Inherent in this is a commitment to
produce program- and policy-relevant research and outcomes, which position First
Nations women in the heart of authority.

1.4 Theoretical Underpinnings
This project’s overall research approach is guided by decolonization theory and a social
determinants of health framework, and is influenced by feminist theory. Decolonization
theory is based on principles of resistance (and therefore hope) and “researching back” in
order to situate the post-colonial experience and “recover ourselves” (Smith 1999: p. 7).
It reflects an understanding that colonization and its current manifestations can be
controlled and its harmful consequences reversed, including its health and social impacts.

9

Decolonization theory is, therefore, inherently action-oriented. It advocates a shift away
from broad discussions on power relations and inequalities, to tangible action on the
historical, political, and social structures and processes that marginalize Aboriginal
people and perpetuate health-negating behaviors and poor health outcomes. As Smith
explained:

In a decolonizing framework, deconstruction is part of a much larger intent.
Taking apart the story, revealing underlying texts, and giving voice to things
that are often known intuitively does not help people to improve their current
conditions. It provides words, perhaps an insight that explains certain
experiences – but it does not prevent someone from dying (p. 3).

With it comes the understanding that aspects of the past, including culture, language, and
practices, are sources of marginalization. At the same time, they are contemporary
sources of resistance, and the spaces within which Aboriginal people can address equality
and self-determination.

Participants’ experiences of IPV point to this larger framework for understanding the
problem and developing appropriate, community-based solutions. The photos, narratives,
photo-elicitation interviews, and group discussions point to the relationships that underlie
IPV in First Nations communities, the role of colonization, and the central role of
decolonization in addressing the mechanisms that perpetuate ill health. This includes
violence and mental health and addictions problems. Ultimately, their experiences
identify social determinants specific to First Nations peoples at the root of IPV and at the
centre of policy and programs that address gendered violence.

The social determinants of health refer to the socially-constructed mechanisms (i.e.,
systems, institutions, and practices) that impact health status. According to Raphael
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(2004), they are the conditions in which people live and work. Social determinants can
work with people to negatively affect health and act as barriers to health promotion.
Conversely, they can work with people to positively affect health and help us resist or
overcome health-negating mechanisms. The social determinants of health are associated
with the most discernible of health inequalities and undue and preventable differences in
health status (Lee 2004). Increasingly, they take into account the history of colonization
and the structures and processes that increase the vulnerability of First Nations peoples to
health problems; this through the unfair distribution of and access to power, wealth, and
other social resources (Commission on Social Determinants of Health 2008; Loppie
Reading and Wien 2009). The determinants of Indigenous and Aboriginal peoples’
health, therefore, differ from the determinants that affect non-Aboriginal populations. At
the International Symposium on the Determinants of Indigenous Health, it was
determined that this is due to both social, economic, and political distinctions and
variation in health definitions (Commission on Social Determinants of Health 2007).

The social determinants of health are grouped into three main categories: proximal (i.e.,
the circumstances that characterize everyday life); intermediate (i.e., the systems and
structures that impact those circumstances); and distal (i.e., the distribution of money,
power, and social status). Largely considered the direct causes of ill health, proximal
determinants include negative health behaviors (e.g., smoking and drug and alcohol
misuse), substandard physical environments (e.g., overcrowding and insufficient
community

resources)

and

poor

social

environments

(as

characterized

by

underemployment and poverty, for example). They are the direct means through which
health is negatively impacted. Furthermore, they impact our ability to meet basic needs,
and contribute to problems that worsen health status, thus influencing our control over
health-promoting capacities (Loppie Reading and Wien 2009).

Within a social determinants of health framework, proximal determinants are considered
alongside more pervasive determinants, such as colonial policies and practices, which

11

then manifest in “community infrastructure, resources, and capacities, as well as
restricted environmental stewardship” (Loppie Reading and Wien 2009: p. 15). For First
Nations people, key intermediate determinants include education and social services.
Likewise, health care is an important intermediate determinant in the context of violence,
mental health, and addictions. Oftentimes, health services are fragmented (Lavoie et al.
2008), focus unduly on community health at the expense of mental health and addictions,
and limit or deny access to quality services; this based on distance, cultural insensitivity,
stigmatizing experiences, and/or outright racism (Browne and Varcoe 2007).
Intermediate determinants also comprise land matters and our relationship with Mother
Earth, cultural continuity and intergenerational connectedness (Chandler and Lalonde
1998), including knowledge of an Aboriginal language, sense of community, spiritual
connectedness, self-government, and community-controlled education, health, and social
programs (Commission on Social Determinants of Health 2007).

Generally beyond the control of individuals and communities, distal determinants, such
as colonization, racism, and social exclusion (Loppie Reading and Wien 2009) have a
profound impact on population health. Often referred to as the causes of causes and,
therefore, the causes of difference (Marmot 2006), distal determinants contribute to
intermediate and proximal determinants. The problem is: First Nations people experience
inequalities in the social determinants of health, beginning with colonization. First
Nations women experience additional inequalities, resulting in more extensive health
challenges.

This project builds, as well, on the following feminist principles: a) valuing women’s
lived experiences; b) representing diverse experiences; c) sharing experiences through
dialogue; and d) fostering change at individual and larger societal levels (Olesen 1994).
The Photovoice method adheres to feminist principles by: i) enabling women to control
the research process; ii) including women irrespective of (dis)abilities and other
differences; iii) providing opportunities for participants and researchers to listen, talk, and
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learn from each other’s experiences; and iv) enhancing knowledge about the usefulness
of photography as an education tool and a resource to improve women’s health (Wang at
al. 1998).

1.5 Contextualizing the Project
Worldwide, IPV is the most common type of violence against women (Krantz et al.
2004). It is recognized across the globe as a human rights violation, and it is a serious
public health problem (World Health Organization 2005), with significant short- and
long-term health and social consequences. These consequences extend beyond individual
women, to impact the health of their children and communities. It is an injurious and
sometimes deadly problem (Sinha 2012), it is pervasive between and within settings
(Tjaden and Thoennes 2000), and it is costly. Previous estimates placed the cost of IPV to
the Canadian health, social, and justice systems in excess of five billion dollars per year
(Greaves et al. 1995). Among women who leave their abusive partners, recently
estimated public- and private-sector expenditures exceed six billion dollars (Varcoe et al.
2011).

Unfortunately, violence at the hands of an intimate partner has been normalized in many
societies. It is common in countries across the world, with devastating consequences for
women, their children, and entire communities. The World Health Organization (WHO)
Multi-Country Study on Women’s Health and Domestic Violence (2005) shows a wide
range of lifetime prevalence – from 30 to 60 percent in most societies. Although wide
variation is evident in prevalence and patterns of violence from country to country and
from setting to setting within countries: in most settings, women who had ever
experienced physical or sexual violence at the hands of a current or former partner were
significantly more likely to report very poor health. They were also significantly more
likely to suffer from chronic pain, to have emotional and psychological problems that
made it difficult to carry out their daily activities, to have thought of and/or attempted
suicide (Campbell 2002; Plichta 2004), and to have engaged in risky behaviors associated
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with future ill health, namely smoking and drug and alcohol misuse (Weaver and Resnick
2004).

In Canada, national-level and clinic-based studies have examined the incidence and
prevalence of IPV and its most significant correlates. Despite the common conception
that Canada is a safe place to live: it is important to note that at least one in four Canadian
women have been assaulted by a current or former partner and that many have feared for
their lives and suffered severe injury as a result of violence (Clark and DuMont 2003;
Statistics Canada 2009). Each week in Canada, two women die at the hands of a current
or former partner (Dauvergne 2002). In the five years leading up to the 2004 General
Social Survey (GSS), 653,000 Canadian women had experienced some form of violence
at the hands of a current or former partner since the age of 16. When asked, have you
experienced some form of violence in the last year, seven percent of the sample said yes
(Statistics Canada 2006).

Although all women are at risk of IPV, marginalized women are at increased risk. This
includes immigrant and refugee women, women of color, Aboriginal women, lesbian
women, elderly women, women with physical disabilities, pregnant women, women with
mental health and substance abuse problems, younger women, uneducated women, and
women living in poverty (Johnson and Hotton 2001). These women experience the
severest of violence. Moreover, they face more barriers to disclosure and support
(Chemiak et al. 2005).

1.6 Project Objectives
This project is framed by a number of important questions, advanced and developed in
collaboration with health staff: First, how does IPV affect First Nations mothers living on
reserve? Furthermore, how does First Nations identity and living on reserve shape the
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ability of mothers to cope with and resist IPV? Canada-Aboriginal race relations will be
addressed, and the effect of this on gendered relationships between First Nations women
and men. The culture of violence in First Nations communities will also be addressed;
and consequently, the vulnerability and strength of First Nations mothers with respect to
IPV. The role of First Nations health care providers will also be examined. Specifically,
what is the role of First Nations health care providers in supporting victims of abuse and
preventing violence against women and girls? Furthermore, how do they alleviate or
augment the impact of gendered violence on the populations they serve? These are all
important questions that demand immediate attention.

This project explores the health of First Nations mothers, and does so by situating their
experiences of IPV in the context of their historical, political, cultural, and social
realities. Central to this are the colonially-generated problems that compound loss of land
and the exploitation of natural resources – “limitations placed on their freedom, and
disturbing mentalities, psychologies, and behaviors” (Alfred 2009: p. 43). These are the
common experiences that First Nations people across Canada share. Likewise, they
reveal the social determinants upon which individual and community health and wellbeing depend.

This project is participatory. It is designed to give priority to the voices of First Nations
mothers and to ensure shared power and decision-making about the issues that affect
them. Of equal importance, the research was undertaken as a partnership between the
researcher and the study community’s health care providers, who originally brought
attention to the problem and to the need for more programs and services that address IPV.
As part of that partnership, I have committed to supporting the development of programs
and services in the community, primarily through the acquisition of funding and the
coordination of programs and services that: raise awareness and increase dialogue about
IPV; provide support to victims of IPV; and address the intergenerational transmission of
violence in our community. The status of the researcher is another significant factor. As a
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First Nations mother who lived and works in the study community, I am familiar with
and considerate of the environments within which gender and health interact, and am
better positioned to deal with challenges. More importantly, I am personally invested in
the health of my community and an advocate for Aboriginal rights, including sovereignty
and self-determination. In working toward this balance, however, we must consider the
position of women. This includes sources of violence and disharmony, and conversely,
the characteristics and advantages of First Nations ways.

1.7 Methodology and Methods
This project uses a Community-Based and Participatory Action Research (PAR)
approach to understand the experiences of IPV among First Nations mothers living on
reserve. Qualitative research methods were used to uncover information about the health
of this group of women, and to determine how their health is shaped by violence and the
context of the community in which they live and the group to which they belong. This
includes an examination of health in relation to health care for abused First Nations
women living on reserve. To this end, I utilized Photovoice methodology and in-depth
interviews to explore and describe: the violence experienced by First Nations mothers
living in Kettle & Stony Point First Nation; their physical and mental health; the coping,
resistance, and health promotion strategies employed by this group of women; and the
context within which they experience violence.

This context takes account of the community’s health care setting. According to
McCloskey et al. (2006), interventions on IPV are positively associated with improved
health; this through reduced exposure to violence. Yet, health care providers do not as
standard practice ask about abuse (Caralis and Musialowski 1997). In addition to it being
a socially-sensitive topic that instills in victims feelings of shame and guilt, numerous
other provider-specific explanations are offered. Chief among them are: confidentiality
concerns; lack of information and inadequate training; limited time and resources; lack of
effective interventions; fear of offending or endangering the patient; and patient reaction
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(Waalen et al. 2000; Feder et al. 2006). This is problematic given the potential of health
care providers to proactively deal with violence against women, including detect and
intervene in situations of abuse and prevent violence through awareness and health
promotion.

Participatory Action Research is proven effective in doing research on social justice
issues such as IPV. It both empowers participants and protects their interests by giving
them control over the collection and presentation of their stories (data and information)
[See Wang et al. 1996; Freire 1970; and Castleden et al. 2008]. It integrates Freire’s
(1970) ideas on power, shared discourse, and action by providing a context for
Aboriginal mothers who have experienced IPV – a group of women who occupy a
marginalized position in their communities and larger society, and whose voices are
rarely heard – to become active participants in examining their own circumstances,
creating their own knowledge, and taking relevant action against inequality in their own
communities. PAR provides the necessary space, time, resources, and motivation with
which to achieve authentic participation. This is necessary in order to: foster the quality
of the researcher – collaborator - participant relationship (Ebbs 1996); sufficiently
understand the contextual experiences of IPV; give confidence to move from isolated
individuals towards a more supportive community, and by virtue of that engage in action
towards social change (Fals-Borda and Mora-Osejo 2003); and at the same time reduce
the impact of pre-existing power relations (Somekh 2006).

Photovoice addresses the participatory and functional nature of this project and lends
itself well to the sharing of lived experiences and perspectives. It yields exceptionally
rich information when compared to conventional methods of data collection, primarily
because it is less structured and rigid than traditional methods and offers ample leeway to
address matters of importance to participants. Because it balances power and control,
accommodates cultural preferences, and creates in participants a sense of ownership, it is
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conducive to community-based health research with Aboriginal people (Castleden et al.
2008).

1.8 Defining IPV
Intimate Partner Violence refers to a pattern of assaults and coercion aimed at
establishing power and control over an intimate partner. This includes physical injury,
emotional and psychological abuse, sexual assault, and other forms of coercive and
controlling behavior, including social isolation, financial abuse, intimidation, stalking,
threats, and numerous other types of deprivation (Tjaden and Thoennes 2000). Several
different types of abuse co-exist in any violent intimate partner relationship. For example,
physical and sexual abuse are typically accompanied by verbal and emotional abuse.
Furthermore, most victims of IPV experience increasingly frequent acts of aggression
that worsen over time, compounding the risk of injury and death (United Nations
Children’s Fund 2000).

Feminist theorists first used the term, IPV, in place of domestic violence, etc, to better
capture its place within systems of inequality; specifically, power imbalance based on
gender (Dasgupta 2002). Intimate Partner Violence is also commonly referred to as
domestic violence, as well as wife abuse and spousal assault. Each of these terms denotes
a pattern of abuse which, more often than not, is committed by men against women. In
83% of all Canadian IPV cases, women are the victims of violence. Overall, women are
five times more likely than men to report violence at the hands of a current or former
partner (Statistics Canada 2009). Because IPV can include a marriage or common-law
partner, in addition to a current or former dating partner, and because men are also
victimized, the latter terms have lost popularity more recently. Intimate Partner Violence
is more commonly used currently. It is not to be confused with family violence, which
can include, but is not restricted to, IPV. Family violence is a much broader definition,
which can also refer to child and elder abuse. Of the different types of family violence,
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IPV is by far the most common. In Canada, it accounts for half of all family violence
cases.

1.9 Health and Social Consequences
Intimate Partner Violence is a significant social determinant of health for women. It is
associated with physical injuries, gynecological disorders, mental health disorders,
adverse pregnancy outcomes, and sexually transmitted diseases (Campbell 2002). There
is considerable evidence linking IPV to a range of negative mental and physical health
consequences for women. In fact, IPV is now considered one of the most significant
impediments to women’s overall health and well being (World Health Organization
2005). It is associated with immediate physical injuries, such as blurred vision, vomiting,
confusion, headaches, and seizures, long-term and chronic physical injuries, such as back
pain and gastrointestinal problems, mental health disorders, such as depression, anxiety,
and suicidal ideation, as well as gynecological disorders, adverse pregnancy outcomes,
and sexually transmitted diseases (Campbell 2002). IPV contributes to negative health
behaviors; including smoking, alcoholism, substances abuse, unprotected sex, overeating,
and other unhealthy diet-related behaviors (Plichta 2004; Weaver and Resnick 2004). It
follows that the health care setting is key to identifying victims and intervening in
situations of abuse (Humphreys and Campbell 2008). In addition to the health
consequences of IPV are myriad other economic and social consequences, which include
increased absenteeism, decreased productivity, and lower earnings (Duvvury et al. 2004);
as well as restricted access to services and isolation from social networks (Heise and
Garcia-Moreno 2002). The intergenerational transmission of violence has also garnered
significant attention in recent years (Royal Commission on Aboriginal Peoples 1996).

1.10 Scope of the Problem
Intimate Partner Violence occurs across all cultural, racial, religious, and economic
sectors. It is an all-too-common social problem that affects heterosexual and same-sex
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relationships, wives, girlfriends, husbands, and boyfriends, as well as ex-wives, exgirlfriends, ex-husbands, and ex-boyfriends. Although violence against men is a
noteworthy social problem that deserves due attention (see Kimmel 2002), the magnitude
of the problem for women and their children is particularly alarming. Indeed, IPV is the
most common form of violence experienced by women worldwide, and compared to
men, women are more likely to experience severe forms of abuse and to be injured and
have to seek medical attention as a result of abuse (Dutton 2007). Compared to men,
women experience chronic patterns of violence and control and much higher levels of
fear and injury (Ansara and Hindin 2009).

In Canada, the overall rate of IPV has remained consistent based on 1999-2009 Statistics
Canada data. In that ten-year period, 7 percent of women and 6 percent of men had
experienced some form of violence at the hands of a current or former partner. These
findings are in line with those of Bunge and Locke, who in 2000 ascertained an annual
prevalence rate of close to 8%. Canadian women between the ages of 15-24, separated
women, and women living in common-law relationships are at increased risk. Interviews
with 24,000 randomly-selected men and women showed that the nature and consequences
of violence are more severe for women, and that women are 2 times more likely to be
injured by a current or former partner, 3 times more likely to fear for their lives, and 2
times more likely to experience multiple violent acts.

1.11 Contributing Factors
What we know for sure is that IPV exists, it is common, and there are few signs that it is
becoming less prevalent. This is in spite of laws and policies against IPV, increased
education and awareness efforts, and more programs and services that target perpetrators
and victims. As mentioned earlier, combating IPV would make good economic sense.
Though the costs of IPV, including health, social, and economic costs are known and
understood, the causes are less clear. Indeed, the causes of IPV are complex and involve a
web of complementary factors (e.g., the unequal position and inferior legal status of
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women; the normative use of violence; alcohol; women’s economic inequality; a belief
that the family is private) that interact to produce gendered violence (Heise et al. 1994;
Jewkes 2002). Perhaps the continuing pervasiveness of this social phenomenon is not
surprising, given the context in which IPV occurs (i.e., a system of domination and social
control), the benefits of IPV for perpetrators (i.e., the acquisition and maintenance of
power), and the limitations of formal IPV-related policies and programs. Naturally, the
perceived benefits of gendered violence to perpetrators are amplified when formal
intervention does not occur and when the silence and tolerance that surrounds IPV
perpetuates.

Given the staggering individual, interpersonal, familial, and larger societal costs of IPV,
it is critical to understand where the problem originates and how it is sustained. The
“common” risk factors for IPV victimization and perpetration are well-documented. They
give us some insight into why men abuse their female partners, and why women often
remain in violent intimate partner relationships (Michalski 2005). More than any one
thing in particular, a range of factors would seem to contribute to IPV victimization. A
host of co-occurring factors set the stage for victimization and the perpetuation of
violence across time. Heise et al. (1994) highlight the factors that often co-occur and
overlap to cause and perpetuate IPV. They include cultural, social, and political factors
that support unequal power relations. Among them: gendered socialization and culturallydefined sex roles; a belief in the inherent superiority of men over women; women’s
limited access to education, training, and employment, and their economic dependence on
men; women’s lesser legal status; and the limited participation of women in organized
political systems.

The tolerance and social silence that surround IPV must also be considered. According to
(Garcia 2004), there are far too many IPV cases for which people are aware, but choose
not to tell or help. Indeed, many cases of IPV are known to those surrounding victims,
and yet a climate of silence prevails, contributing in turn to tolerance for violence against
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women, suppressed inhibitions against violence, social passivity, and a social climate that
makes it very difficult for abused women to come forward.

1.12 IPV and Canadian Aboriginal Women
Aboriginal women living on reserves in Canada are among the most vulnerable to IPV
(Amnesty International 2004); and yet, their experiences are missing from the literature.
Their exclusion underlies this project. Along with governmental policies that have
fractured Aboriginal families and communities: the additional social, cultural, and
political marginalization of on-reserve Aboriginal women has put them at increased risk
of violence (Native Women’s Association of Canada 2007).

While there exists an increased awareness of IPV as a serious public health problem for
Aboriginal women: generally speaking, this research attention has focused primarily on
increased vulnerability and the factors that place us at increased risk. More recent work
has focused on the health-related consequences of IPV for Aboriginal women, including
mental health problems, substance abuse, and suicide (Aboriginal Healing Foundation
2006). The existing body of research needs to be strengthened with studies that explore
the health and social consequences of IPV for First Nations women, and the confounding
impact of historical, political, cultural, and social context. These contexts are sources of
pain and despair. Conversely, they are sources of hope and renewal.

Prejudice, discrimination, and marginalization are very much present in the daily lives of
Canada’s Aboriginal women. And while the effects of marginalization manifest
themselves in a number of different social ways: statistics that place the health profile of
Canada’s Aboriginal women on par with health profiles found in the developing world
are extremely telling – especially, in terms of life expectancy, mortality, and suicide
(MacMillan et al. 1996; Royal Commission on Aboriginal Peoples 1996; Stout et al.
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2001; Morrow 2002). Canada’s Aboriginal women are set apart in terms of alcohol and
drug abuse, sexually transmitted diseases, disability, cardiovascular disease, and other
chronic illnesses, including arthritis, diabetes, and cancer (Aboriginal Nurses Association
of Canada 1996; Steenbeek 2004). According to the 2006 Census of Population, they fair
substantially worse in the area of formal educational attainment, are less likely to find
work, and show a rate of low income that is more than twice that found among nonAboriginal women (Aboriginal Affairs and Northern Development Canada 2012). Living
on a reserve compounds these problems for many Aboriginal women. It should come as
no surprise, then, that Canada’s Aboriginal women are more likely than non-Aboriginal
women to experience IPV (Trainor and Mihorean 2001; Brownridge 2003; Brzozowski
2004). They are also more likely to experience severe and potentially life threatening
violence at the hands of a current or former partner (Brownridge 2003). Furthermore,
Aboriginal women face a variety of unique obstacles to reporting incidents of violence,
procuring health services, leaving, and realizing legal solutions (Royal Commission on
Aboriginal Peoples 1996; McGillivray and Comaskey 1999; Bopp et al. 2003; National
Aboriginal Circle Against Family Violence 2006).

An increasing number of studies provide evidence that Aboriginal women are at
increased risk for IPV. Depending on methodological differences in the types of factors
that are included and whether more than one partner is included, lifetime prevalence rates
range from 12 to 91 percent, while prevalence of victimization in the preceding year is
between four and 48 percent, with most studies reporting rates above 30 percent
(Brownridge 2008). In comparison to non-Aboriginal women, studies indicate that
Aboriginal women have a significantly higher rate of victimization. Trainor and
Milhorean (2001) report that 25 percent of Aboriginal women have experienced physical
and/or sexual violence by an intimate partner in the previous five years, compared to
eight percent of non-Aboriginal women. Having examined IPV by current partners in the
previous year, Brownridge (2003) and Brzozowski (2004) report that Aboriginal women
are three to five times more likely to be victimized. According to the 2005 General Social
Survey (GSS), Aboriginal women are three times more likely than non-Aboriginal

23

women to experience domestic violence. Twenty-four percent reported victimization in
the five years leading up to 2004.

It is evident from past studies that Canada's Aboriginal women face a high likelihood of
IPV victimization, and that their risk of experiencing violence is elevated by an average
of about four times that of non-Aboriginal women. This begs the question: why are
Canada’s Aboriginal women overrepresented as victims of IPV? There are several known
risk factors for violence on which Aboriginal women tend to be overrepresented. They
include the following social variables and situational characteristics, all of which directly
or indirectly have their roots in Aboriginal peoples’ historical experience of colonization:
youth;

low

educational

attainment;

a

previous

marital/common-law

union;

unemployment; poverty; cohabitation; rural residence; alcohol abuse; larger than average
family size; and patriarchal domination as indicated by male control over family finances.
Canada’s Aboriginal women are more likely to report the aforementioned risk factors
that, in turn, put them at increased risk of IPV (Brownridge 2008).

That said, given the difficulties in extrapolating a comprehensive connection between
colonization and violence against Aboriginal women; the risk factors typically included
in studies on incidence, prevalence, and correlates do not completely capture all elements
of colonization (i.e., the full range of social determinants). For this reason, the increased
risk of violence among Aboriginal women has not completely been accounted for
(Brownridge 2008). The National Aboriginal Circle against Family Violence (2006)
highlights the importance of a series of characteristics that feed into IPV in the
Aboriginal community. They include the typical risk factors, including poverty and its
many correlates (limited education, substance abuse, etc). The difficulty lies in fully
capturing the legacy impact of colonization, residential schools, and numerous other
policies and practices on traditional gender roles and family structure across generations.
Each of these adds a layer to the likelihood, severity, and persistence of IPV. This
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includes: lack of parenting skills; the normalization of violence; and lack of self-esteem
stemming from historical trauma and loss.

In our efforts to better understand how IPV uniquely affects First Nations mothers, and
by virtue of their unequal status, several issues stand out. Foremost among them are the
impact of Canada’s residential schools and the many types of intrusion that can interfere
with Aboriginal women’s ability to report violence, leave abusive partners, pursue legal
solutions, promote their health, or otherwise cope. Canada’s system of residential schools
began officially in 1879. Thousands of children passed through the system over the
course of its long history. The residential school system was by far the most critical
element of the federal government’s assimilative strategy (Milloy 1999). The founding
vision was that a persistent residential school education would result in “the intellectual
emancipation of the Indian, and its natural sequel, his elevation to a status equal to that of
his White brother” (p. 7). Far from being assimilated, Aboriginal people remained
separate, and for thousands of Aboriginal children and their communities, received an
inferior education in an atmosphere of disease, neglect, and abuse. Although the legacy of
the schools is complex and extremely difficult to conceptualize, it is widely considered
the root cause of inequitable health and social conditions. As a result, Aboriginal children
learned to despise and reject the traditions and values of their people, and to distrust the
knowledge and customs of their families (Royal Commission on Aboriginal Peoples
1996). Its enduring impact is evident today in high rates of sexual abuse, family violence,
mental illness, and drug and alcohol abuse (McHardy, M. and E. O'Sullivan. 2004).

Consequently, it should come as no surprise that the ways by which First Nations women
experience and manage IPV are unique, and many of the factors that influence their
encounters and understandings are inherently different from those experienced by nonAboriginal women, as well as by Aboriginal women living in urban settings. The
minimal literature that exists about First Nations women reveals that this group faces
numerous obstacles in managing IPV (Royal Commission on Aboriginal Peoples 1996;
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McGillivray and Comaskey 1999; Bopp et al. 2003). Key to this discussion is the impact
of the Indian Act; specifically, the matrimonial property problem, which permits
women’s oppression on reserves. The Indian Act does not recognize the equal division of
property upon marriage breakdown. Because the legal possession of land is an important
factor in an individual's ability to live on reserve and receive associated benefits:
Aboriginal women facing IPV, who do not hold the home’s certificate-of-possession,
must often choose between staying in the relationship and leaving. Unfortunately,
choosing to leave often means moving away from their community, family, and other
networks of support. For that reason, many decide to stay.

Another example is the interconnectedness of lives in First Nations communities, which
makes it especially challenging to leave when children are involved. Often, the abuser is
in a position of authority or is related to people who are in positions of authority. This
makes the process of leaving much more difficult. This over-familiarity interacts with a
lack of local services in creating further danger. In the majority of reserve communities,
safe, neutral accommodations are simply unavailable. And where shelters do exist, lack
of anonymity causes a safety concern.

Added to this are layers of secrecy. Numerous victims have reached out for help.
Unfortunately, many of those victims have encountered power structures that support
abusers and ostracize victims. For many First Nations people today, community and
family healing reveals too many problems. Fear, normalization of violence, and the
degree to which it is tolerated are some of the greatest problems facing First Nations
families currently.

1.12 Notable Outcomes
This project offers new knowledge regarding an underserved population and underresearched setting. It also contributes knowledge to the effectiveness of Photovoice
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methodology in research with Aboriginal women, and its ability to empower Aboriginal
women to promote their own health and the health of others through consciousnessraising and speaking out (Wang and Burris 1994). With regard to community,
understanding and acknowledging the impact of colonization, the residential and Indian
day schools, and disconnection from culture and land emerged as central to creating safe
and supportive families and community. For individuals, having to think about,
recognize, and deal with the past in terms of insufficient resources and support, as well as
the effect of this on their children, was the basis upon which some “turned it around.”
This concept is a central and overriding theme among many Aboriginal people, which
reflects an enduring sense of hope for generations that follow (Smith et al. 2005). As
participants explored their experiences of IPV (individually and with other survivors),
most recognized their experiences of violence as brought on by colonial practices and
policies, past traumas and, to some extent, the colonial system’s patriarchal strategies.
From these understandings came some healing, which in the context of this research can
be described as acknowledging the violence, forgiving oneself and others, accepting
responsibility for one’s own choices, and solidifying admiration for oneself. From a very
difficult process came the strength and capacity to move forward – developing the
knowledge, skills, support, and confidence required for strong and healthy individuals,
families, and communities. This has included individual therapy, developing healthy
support networks, reaching out to other victims, and importantly, advancing a model for
prevention and intervention work.
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Chapter 2

2 Distal Determinants
The focus of this chapter is the legacy of colonization; specifically, the origins of illhealth (mental, emotional, physical, and spiritual) among Canada's Aboriginal people and
the extent of individual, family, and community problems. Research is clear in the link
between colonization, the intermediate-level inequalities created by colonization, and
mental health and addictions problems, violence, acute and chronic physical diseases, and
early death (Kirmayer et al. 2009; Health Canada 2010). Reserves, external political
control, systems of assimilation, cultural breakdown, discrimination, and the provision of
low-level services (e.g., poor education and inaccessible health care) have contributed to
our ill health. Successive traumatic events destroyed our languages, traditions, kinship
networks, and community ties – in other words, the authentic social and cultural contexts
in which First Nations people thrived (Kelm 1998). The results have been dramatic and
devastating by introducing a cycle of ill health that persists to this day. Particular
emphasis will be placed on government policy concerning the residential school system,
and its impact on the susceptibility of First Nations people to a range of social problems
and mental health challenges, including depression, suicide, lateral violence, sexual
abuse, and IPV.

This chapter also calls attention to the blending of racism and sexism within the colonial
process, and the impact of this on First Nations women. Combined, they place First
Nations women at a double disadvantage, resulting in mechanisms (i.e., structures,
processes, and behaviours) that have dramatically undermined our status and value. The
traditional and balanced roles of First Nations men and women were negatively impacted
by colonization. Though there are conflicting accounts of the specific role(s) of women
and their place and value in particular cultures (Weist 1983; Kirkness 1987; Absolon et
al. 1996b), the consensus is that: colonization disrupted the complementary roles of men
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and women and has taken a disproportionate toll on First Nations women, increasing our
vulnerability to a range of health and social problems. At the centre of this issue are
patriarchal policies that rendered us valueless and dispossessed us of our membership
rights, land base, position within family and community, and leadership roles (LaRocque
1996). According to Miller (1996) and Bopp et al. (2003), this degradation has evolved
hand-in-hand with gendered violence.

Though not the focus of this chapter, it is important to highlight the corresponding
disadvantage experienced by Aboriginal men and the impact of this on gendered
violence. Marginalized masculinity comprises advantage in one sphere of life and
disadvantage in another. Specifically, it refers to a privileging of men by gender and a
concurrent marginalization of some men by race, class, religion, and/or sexual identity.
According to Coston and Kimmel (2012), the privileged status of being a man is often
truncated and, therefore, the benefits of being a man are less visible. This has been
explored with other people. A population often missing from discussions about
marginalized males is Canadian Aboriginal men; and particularly, First Nations men.
First Nations men, in the common conversations of both their traditional Aboriginal roles
and idealized masculine standards, are seen as inferior. The notion of marginalized
masculinity situates First Nations men on the margins of family and community life. This
positioning arises from their limited and inadequate economic role in contemporary
society, which has extensive consequences and is incompatible with their traditional roles
as providers and protectors. Colonization led to the destruction of women’s and men’s
roles. The result is a gender imbalance that limits the interconnected and balancing
characteristics of First Nations women and men.

Critical to this discussion are issues of historical loss, historical trauma, historical
unresolved grief, and the intergenerational transmission of loss and trauma, which
contribute to a culture of violence in Aboriginal communities. Additionally, the violence
that permeates our communities today has been linked to the continual physical, sexual,
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emotional, and spiritual violence inflicted on Aboriginal children in residential schools
(Chrisjohn and Young 1997; Weaver and Brave Heart 1999), and to the separation of
children from their families, communities, and nations (Fournier and Crey 1997; Napier
2000). These abuses are said to have overwhelmed the natural resilience of Aboriginal
children (Dion-Stout and Kipling 2003), to have irreparably damaged the development of
self (Bloom 1980), and to have forced many survivors to seek refuge from feelings of
social and cultural worthlessness in alcohol and substance abuse, aggression turned both
inwards and outwards, and various other dissociated states and learned patterns of selfdestructive behaviour (Hodgson 1990; Assembly of First Nations 1994; Waldram et al.
1995; Royal Commission on Aboriginal Peoples 1996; Corrado and Cohen 2003;
Wesley-Esquimaux and Smolewski 2004; Robertson 2006; Menzies 2007; Ross 2008).

These unhealthy ways of dealing with harm and trauma are passed down from survivors,
to their families, friends, and community members (Aboriginal Healing Foundation 1999;
Brave Heart 2003; Daniels 2003; Chansonneuve 2005). For countless Aboriginal people
and the communities in which they live, disproportionate rates of crisis and conflict are
“like the air we breathe and the water we swim in; it is so pervasive and normalized that,
for many, it has become functionally invisible” (McCaslin and Boyer 2009: p.66).

2.1 Demographic Profile
Canada’s Aboriginal people constitute close to 4 percent of the total Canadian
population, and about 50 percent of all Aboriginal people in Canada are under the age of
24. The term Aboriginal includes both status and non-status Indians, more commonly
referred to as First Nations people, as well as Métis and lnuit. Canada's Aboriginal people
are not ethnic or racial minorities. On the contrary, Canada's Aboriginal people constitute
many individual nations. This is by virtue of the fact that we: a) are the original
inhabitants of North America; b) possess(ed) distinct social, cultural, economic, and
governmental systems; c) inhabit defined territories; d) engaged in nation-to-nation
treaty-making with European settlers; e) possess sovereign national standing according to
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international law; and f) have been granted a special body of legislation, or constitutional
protection, which includes special rules, regulations, authority, and exemptions
(Musgrave 1997; Churchill 1997; Wilkins 2006).

Statistical information collected by Statistics Canada and the Department of Indian
Affairs (referred to currently as Aboriginal Affairs and Northern Development Canada)
indicates that Canada's 1 million plus Aboriginal people are affiliated with approximately
600 polities or bands (Frideres and Gadacz 2008) of varying size, level of development,
and socioeconomic status (Fleras and Elliot 1996). They are spread over a widely
dispersed and divergent area of non-reserve and reserve lands, some of which are located
in rural and remote areas and others within larger towns and cities. An estimated 40
percent of Canada's Aboriginal people live on-reserve. Most on-reserve populations are
less than 1000. The remaining 60 percent live off-reserve, and 76 percent of those who
live off-reserve reside in urban areas (Royal Commission on Aboriginal Peoples 1996).
Three Aboriginal languages – Ojibway, Cree, and Inuktitut – are currently considered
secure from extinction. Canada consists of 50 to 60 Aboriginal languages divided among
11 major language families (Norris 1998). Furthermore, Canada's Aboriginal populations
are characterized by different beliefs, practices, and relationships to land, specific
histories, and dealings with government.

This diversity makes generalized explanations about our health and well-being extremely
complicated (Kirmayer et al. 2000). Still, it is abundantly clear that great damage has
been inflicted on our people and cultures. In a submission to the United Nations Special
Rapporteur investigating violations of Indigenous human rights, the Native Women's
Association of Canada (2002) highlights the extent of the situation; noting that customary
roles have been undermined, time-honoured ceremonies prohibited, traditional lands
dispossessed, and conventional authority misplaced.
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Over the course of the last 30 years, this point has been repeated by Aboriginal and nonAboriginal scholars alike, various commissions, and numerous Aboriginal organizations
(Bailey 1969; Indian Chiefs of Alberta 1970; Vecsey 1983; Dickason 1992; Waldram et
al. 1995; Royal Commission on Aboriginal Peoples 1996; Chrisjohn and Young 1997;
Churchill 1997; Aboriginal Healing Foundation 1999; Castellano et al. 2008). As a
group, we have been marginalized. Our collective response is evident in mental health,
addictions, violence, and physical health problems currently (Ross 1992: Brave Heart and
DeBruyn 1998; Chandler and Lalonde 1998; Kirmayer et al. 2000). According to Rice
and Snyder (2008), these problems will continue to escalate if the factors that lie at the
heart of these issues – colonization, Canada's policies and practices, and the impact of
residential schools – are not fully and properly addressed.

2.2 Epidemics, Displacement, and Loss of Control
Aboriginal people experienced a number of health and social problems prior to European
contact, including respiratory illnesses, infections, suicide, and family violence stemming
from political and cultural divisions (Supernault 1993; Bamforth 1994; Lutz 1998). That
said, pre-contact Aboriginal societies had a variety of sophisticated traditional approaches
to medicine, psychology, astronomy, mathematics, architecture, and spirituality
(Robbins 1992; Ross 1998). Other accounts reveal elaborate social structures built around
family and kinship. According to Wallace (1946), Aboriginal people lived relatively
comfortably and in harmony with the environment. An ethic that respected diversity
guarded against imposition of will. As the accounts of the Royal Commission on
Aboriginal Peoples (1996) illustrate, pre-contact Aboriginal people lived in organized
societies characterized by sophisticated forms of authority. Oral history indicates that
several nations across the country were grouped together in affiliated bodies. Though
governance was decentralized in these instances, bands and clans would come together to
form a council of the larger confederacy. The Iroquois Confederacy, or more accurately
known as the Haudenosaunee people today, constituted one such confederacy under
which the Mohawks, Onondagas, Cayugas, Senecas, and Oneidas (and joined later by the
Tuscaroras) maintained their own councils, but were united under a larger political
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structure. Each council was comprised of 50 chiefs in total, who were maintained and
regulated by the clan mothers. The 50 chiefs also comprised a Grand Council, which
convened annually to resolve external problems and negotiate agreements with other
Aboriginal nations and settlers (Payne 1996). According to Reaman (1967), the Iroquois
Confederacy was a model of democracy superior to any other. Today, the Iroquois
Confederacy is credited as a significant model influencing the development of the United
States Constitution and American democracy (Morgan 1961; Lyons et al. 1992; Johansen
1998).

Unfortunately, as Ross (2008) concedes, the majority of Canadians are ignorant to the
sophistication of early Aboriginal societies and the ability of pre-contact Aboriginal
people to govern themselves and maintain social order. As a result, they do not
understand that Canada's Aboriginal people have suffered a great historical loss.
Consequently, all of the social problems that are evident today, including poverty,
substance abuse, and violence, make it easy for non-Aboriginal people to believe that ill
health and social dysfunction have always characterized Aboriginal societies – that
Aboriginal people are inherently lesser-than, irresponsible, depraved, and useless.
Wesley-Esquimaux and Smolewski (2004) express a similar sentiment, noting that the
focal issues in the history of colonization – namely, the repetitive and circular nature of
historical trauma and unresolved grief – are treated as marginal to Western discourse,
which treats trauma as linear with a beginning and end. Disregard for the magnitude and
nature of loss experienced has many implications. Overshadowed is the fact that
approximately 90 percent of the pre-contact population died because of White contact.
This brought with it infectious diseases, reliance on foreign foods, a massive reduction of
animal species, and famine (Waldram et al. 1995).

By the mid- to late-1800s, during the period of State formation in Canada, systematic
efforts to suppress Aboriginal cultures took a distinct form with methodical efforts to
“civilize” and “kill the Indian” (Churchill 1997: p. 57) in Aboriginal people. A number of
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official policies were developed, and legislation was ratified to extinguish the political,
economic, religious, social, and cultural systems of Aboriginal people (Weaver 1981; Ens
1996; Courtoreille 1997; Claes and Clifton 1998; Dickason 2002). Rice and Snyder
(2008) provide a condensed timeline of events that includes, but is not limited to, the
following: Royal Proclamation of 1763; Gradual Civilization Act of 1857; Indian Lands
Act of 1860; British North America Act of 1867; Act for the Gradual Enfranchisement of
the Indian, 1869; Indian Act of 1876; Homestead Act; and the Natural Resources
Transfer Act of 1930. The regulation of band membership followed, whereby Indian
women who married non-Indian men were stripped of their status. Eventually, the federal
government procured unilateral authority, legislating with regard to Aboriginal people
and all lands reserved for our people.

By 1892, the government entered into a formal partnership with the churches in the
operation of residential schools for Aboriginal children. Initially operated by
missionaries, boarding schools for Aboriginal children evolved over time into
agricultural-based schools, and eventually, religious-based and government-funded
industrial schools. That “formal” partnership ended in 1969. The last government-run
residential school closed in 1996, and the last band-run school closed in 1998.

For many, the aggression inherent in these policies and structures remain. In fact, a
number of very influential Aboriginal scholars and activists have documented the ways in
which crimes committed in the past are being replicated currently through insidious, yet
equally harmful forms of oppression and subordination (Churchill 1997). While the
material conditions to which Canada's Aboriginal people are subjected give credence to
this notion; currently, Canada's willingness to engage in comparatively subtle forms of
warfare against Aboriginal nations is consequential (Churchill 1997). In Last Stand of the
Lubicon Cree, Goddard (1991) describes the struggles of the Lubicon Cree regarding oil
and gas development. The development, which has been described as extremely
dangerous to the physical health of community members and to their way of life, has
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been found to be in violation of article 27 of the International Covenant on Civil and
Political Rights. The plight of the Lubicon Cree, as expressed by Archbishop Edward
Scott, Primate of the Anglican Church of Canada, and Anwar Barkat, the World Council
of Churches' Director of the Program to Combat Racism, is nothing short of genocidal.
European colonization of Aboriginal people has repeatedly been described as genocidal
(Letger 1988; Duran and Duran 1995; Brave Heart and DeBruyn 1998). As Churchill
(1997) argues, European conquest of Aboriginal people, which included government's
destruction of its own people, was the most substantial sequence of genocides ever. Over
the course of several centuries, tens of millions of Aboriginal people were consumed in
mass violence and destruction.

The experience of the Beothuk in Newfoundland is just one example of a successful
campaign of genocide perpetrated against an Aboriginal nation in North America
(Dickason 1997). The Beothuk lived in the areas known as Newfoundland, southern
Labrador, and northern Quebec. They were a nomadic tribe of hunters and gatherers that
followed the coastline in search of fish, seabirds, and land and sea mammals. In 1500, the
Beothuk population comprised 5000 individuals. Their social organization was
egalitarian, decisions were made by consensus, and leadership positions were bestowed
upon men and women respected for their knowledge, wisdom, and life experiences.
Between 1501 and 1510, European explorers captured dozens of the Beothuk people and
transported them back to Europe as slaves. This set the stage for the next 150 years,
which were characterized by extreme mistrust and tension as Europeans infringed on the
lands of the Boethuk, established permanent settlements, and restricted access to
traditional fishing grounds. Although there is some disagreement as to the nature of the
first contacts, the Beothuk are known to have refused relations with the Europeans.
Angered, the Europeans were said to have fervently expanded into Beothuk territory and
to have frequently killed the Boethuk. By 1768, the Beothuk had been reduced to less
than 400 people total trying to subsist on inadequate resources. And by 1823, starvation
had left only three female survivors. The last known Beothuk died in 1829 of tuberculosis
(Ingeborg 1996).
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The Fourth Geneva Convention of the United Nations (UN) defines genocide as follows:

Genocide means any of the following acts committed with intent to destroy, in
whole or in part, a national, ethnical, racial, or religious groups as such: a)
Killing members of the group; b) Causing serious bodily or mental harm to
members of the group; c) Deliberately inflicting on the group conditions of life
calculated to bring about its physical destruction in whole or in part; d)
Imposing measures intended to prevent births within the group; and e) Forcibly
transferring children from the group to another group (UN Convention on the
Prevention and Punishment of the Crime of Genocide 1948).

The contemporary psychological and social problems that characterize Canada's
Aboriginal people flow from this background of loss. These losses meet the UN
definition of genocide (Brave Heart and DeBruyn 1998), and include: war trauma;
prisoner of war experiences; displacement from traditional lands; starvation; disease
epidemics; the separation of Aboriginal children from their families and their placement
in residential schools; forced assimilation; and the breakdown of family kinship networks
and social structures.

Though the drafters of the 1948 Convention did not specifically include a cultural
component, the 1994 UN Draft Declaration of the Rights of Indigenous People includes
the phrase, “cultural genocide” (Legter 1988). It has since been advanced by lawyers in
lawsuits and utilized by Aboriginal scholars (Chrisjohn and Young 1997). Cultural
genocide refers to actions that are threatening to the validity of people and social groups,
including the destruction of necessary resources, the transmittal of disease and addiction,
and the disruption of family relationships. Ethnocide, a concept related to cultural
genocide, is also sometimes used. Ethnocide involves political power and coercion to
give up one’s culture (Barfield 1991). It includes assimilation, and is not necessarily
intentional.

36

2.3 The Residential School Experience
In 1877, Mme. Capelle, Superintendent of an all-girls residential school in Ontario,
matter-of-factly summarized the philosophy behind the creation of the residential
schools:

They are in general very lazy, even more so than Negros, who have a great
heat as their excuse; but the Indian living in the most healthy climate in the
world, in a bracing air, have only neglected their mental as well as their bodily
powers, and a good discipline is wanted to change them in a lapse of time to
really useful working people” (cited in Barman et al. 1986; p. 78).

Thousands of Aboriginal children passed through the system over the course of its long
history. The devastating effects of this program were brought into public view in the
hearings, research, and reports of the Royal Commission on Aboriginal Peoples (1996).
The commission wrote:

No segment of our research aroused more outrage and shame than the story of
the residential schools. Certainly there were hundreds of children who survived
and scores who benefited from the education they received. And there were
teachers and administrators who gave years of their lives to what they believed
was a noble experiment. But the incredible damage - loss of life, denigration of
culture, destruction of self-respect and self-esteem, rupture of families, impact
of these traumas on succeeding generations, and the enormity of the cultural
triumphalism that lay behind the enterprise - will deeply disturb anyone who
allows this story to seep into their consciousness and recognizes that these
policies and deeds were perpetrated by Canadians no better or worse
intentioned, no better or worse educated than we are today. This episode
reveals what has been demonstrated repeatedly in the subsequent events of this
country: the capacity of powerful but grievously false premises to take over
public institutions and render them powerless to mount effective resistance. It
is also evidence of the capacity of democratic populations to tolerate moral
enormities in their midst (p. 601).
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The Indian Act 1876 established the federal government as “guardian” of Aboriginal
people, granting non-Aboriginal people authority in all matters related to everyday life.
Since that time, the federal government has used various legislated measures to control
Aboriginal people and eradicate our cultures, including reserve creation and the
prohibition of traditional practices. In the last half of the nineteenth century, the
residential schools became the main mechanisms by which the social and cultural
structures of Aboriginal people were destroyed. Under the guidance of religious bodies,
Aboriginal children were taken from their communities, parents, grandparents, brothers,
and sisters, and subjected to unthinkable violence and abuse.

Overall, the literature indicates that the schools played a major role in the cultural
breakdown of Aboriginal societies and led to extensive social and psychological
problems. Others have gone so far as to suggest that: in the grander scheme of education
for Aboriginal people, much of which has been characterized by malevolence, ignorance,
and indifference, the education of Canada's Aboriginal children in residential schools was
criminal. Numerous researchers have documented and described life in the residential
schools. In addition to being removed from their families, Aboriginal children suffered
extreme physical, emotional, spiritual, and sexual abuse and were prohibited from
speaking their languages and engaging in cultural activities; essentially, stripped of their
identity. There are also a growing number of allegations that Aboriginal children were
murdered at residential schools across Canada. In one such allegation, a six-year-old girl
died after being kicked down a flight of stairs. In another case, a boy is said to have bled
to death after he was beaten as punishment for breaking a glass jar. Numerous other
deaths are said to have resulted of exposure when children tried to run away (Graham
1995), and from healthy children deliberately exposed to children with tuberculosis
(Milloy 1999).
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Canada's residential school system was officially sanctioned and supported in 1879, after
Prime Minister John A. MacDonald commissioned Nicholas Flood Davin to investigate
and report on industrial schools in the United States. Davin's report recommended the
funding of off-reserve boarding schools. It was reasoned that residential schools located
off-reserve could teach Aboriginal children the skills needed in the modern Canadian
economy, with the added benefit of removing Aboriginal children from their perceived
immoral surroundings (Fournier and Crey 1997).

By 1892, the Government of Canada had passed legislation regulating the operation of
residential schools. The schools were funded under the Indian Act, by Indian and
Northern Affairs Canada, and operated by the churches of Canada. Comprised of a
detailed strategy for disrupting the parenting process in Aboriginal communities and resocializing Aboriginal children, the system was a clear expression of federal policy
regarding Aboriginal people – a policy of assimilation designed to move Aboriginal
communities from their “present state of ignorance, superstition, and helplessness” to a
state of civilization, and “one in which their practical knowledge and labour would make
them useful members of society, and intelligent, self-supporting citizens” (Milloy 1999:
p. 25) At the core of the policy was education; by far, the most critical element of the
federal government's strategy. Its founding vision was that a persistent residential school
education would result in “the intellectual emancipation of the Indian, and its natural
sequel, his elevation to a status equal to that of his white brother” (p. 7).

By the late 1800s, residential school attendance was made mandatory for Aboriginal
children. Authorities were given the power to arrest and detain children at the schools and
arrest and imprison parents who refused to cooperate. The Canadian Family Allowance
Act 1944 added yet another element pressuring Aboriginal parents to wilfully enrol their
children in residential schools. In case of truancy, the act stipulated that baby bonus could
be withheld from Aboriginal families (Aboriginal Healing Foundation 2010).
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Prior to 1910, the official policy of Aboriginal education was assimilation. Under this
framework, the schools devoted half of each day to academics and the rest of the day to
religious instruction. Between 1910 and 1951, upon recognition that Aboriginal children
were not fitting into White society or faring particularly well in their home communities,
the focus shifted from assimilation to segregation. Under this framework, students were
supplied with Euro-Canadian values and basic rural skills, and sent back to their
communities to pass on these values and skills; essentially, teach their families and
communities to live and sustain like their non-Aboriginal counterparts. By 1930, 75
percent of First Nations children under the age of 16 were enrolled in a residential school.
However, only 100 of the approximately nine thousand First Nations children enrolled in
the system in 1945 went beyond grade eight, and none of them went beyond grade nine
(Claes and Clifton 1998). This reality eventually forced the government to move away
from residential schools in favour of integration into provincial schools. By 1951,
Aboriginal children began to be absorbed into mainstream schools. This was followed by
a growing trend towards Aboriginal self-government in the matter of education and the
restoration of Aboriginal rights in education.

The call for improved education for Aboriginal students has been articulated as an
important goal. This has been articulated many times in the past 40 years, from the
Hawthorne Report in 1957, through the 1970s policy papers (Indian Chiefs of Alberta
1970; National Indian Brotherhood 1972), to the Assembly of First Nations' four-volume
study in the 1980s, the Report of the Royal Commission on Aboriginal Peoples in the
early 1990s, and the Truth and Reconciliation Commission. In Indian Control of Indian
Education, the National Indian Brotherhood (1972), which evolved into the present-day
Assembly of First Nations, called for greater control of education by First Nations. The
goals were to reinforce the First Nations identity and provide children with the education
and training necessary to make a good living in mainstream society. In 1973, the federal
government accepted the report as the basis for new education for status Indians. The
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challenge preoccupying many Aboriginal communities currently is education;
specifically, how to maintain a balance between retaining their cultures and preparing
youth for participation in mainstream society.

Unfortunately, the end of the residential schools did not signal an end to government
assimilation policy. From 1950 to the late 1960s, child welfare became the new
instrument of government assimilation, post-residential school. During this time, a crisis
intervention approach to child welfare resulted in an overwhelming number of Aboriginal
children being removed from their homes and placed in the care of non-Aboriginal
people (Hudson and McKenzie 1985). According to a 1983 report prepared for the
Canadian Council on Social Development, the extent of removal was “massive” (as cited
in Mandell 2003). In 1981 for example, 77 percent of children in Saskatchewan foster
homes were Aboriginal (Johnson 1983). The term "Sixties Scoop" was introduced by
Johnston to identify the number of Aboriginal children removed from their homes by
child welfare authorities. During this time, Aboriginal children were removed from their
homes without warning and made either Crown Wards or placed in the permanent foster
care of non-Aboriginal people, most of whom knew little about Aboriginal people, their
cultures, and ways of being. “Children lost more than family; they lost a way of relating
to and understanding the world” (Mandell 2003: p. 8). According to Armitage (1983), the
child welfare system was particularly damaging; more so than the residential school
system. Here, they were separated from family and community, as well as their peers.

The legacy of the schools and of child welfare policies continue to live on in the form of
significant pain and suffering. Research has shown that there is a relationship between
these experiences and poor health status currently. Loss of family structure, community
cohesion, culture, language, and identity – in addition to neglect and severe physical,
mental, sexual, emotional, and spiritual abuse – are said to have resulted in self-esteem
and self-concept problems in survivors, as well as low self-respect and long-term
emotional and psychological problems (Royal Commission on Aboriginal Peoples 1996;

41

Brasfield 2001). There is widespread recognition that the cumulative effects of the
residential school system debilitated an entire generation of parents. It is also widely
recognized that survivors carried the trauma of physical, emotional, and sexual abuse
with them throughout their lives, and passed that trauma on to their children. Gagne
(1998) proposes that family violence, alcoholism, and suicide among Aboriginal people
originated either directly or indirectly from abuses suffered by residential school students.
According to this line of thought, residential schools show impacts far beyond those who
attended them. As lng (1991) explains, those who survived the residential school system
suffered from traumatic losses in the areas of language, traditions, self-esteem, and
parenting skills. These losses are cultural and mental/emotional, thereby ensuring their
spread from parent to child to grandchild.

2.4 Nature and Severity Abuse
The Report of the Royal Commission on Aboriginal Peoples (1996) includes three
recommendations specific to residential schools, including a call for a public inquiry on
the system’s effects. Since that report, numerous survivors have come forward with
claims of abuse that occurred at residential schools. The nature of abuse in residential
schools, as drawn from the personal experiences of survivors, included repeated,
systematic, and humiliating trauma to the physical, spiritual, and emotional self.
Increasingly, the abuse incurred at residential schools is being described as ritual.
Aboriginal therapists and frontline workers contend that the abuse described by survivors
(e.g., isolation, induced exhaustion, persistent threats, degradation and humiliation) meet
the conditions of ritualized abuse.

Aboriginal children were separated from their siblings and by gender, and family contact
was forbidden. There was continuous shaming of traditional and cultural ways, and
various tactics were used to make Aboriginal children look non-Aboriginal, including
scrubbing their skin, cutting their hair, and dressing them in “White” clothes. They were
deprived of food, sleep, warmth, and compassion, and were forced into hard labour and
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strict religious routines. The threat of punishment was constant. If they told anyone about
their abuse, they were threatened with torture and further degradation, such as having
their mouths scrubbed out with bleach or having to strip naked in front of their peers.
Children were forced to wear soiled clothes, to crawl at the feet of priests, and to eat their
own puke (Chansonneuve 2005).

As a result of the schools, Aboriginal children learned to despise and reject the traditions,
values, and languages of their people, and to distrust the knowledge and customs of their
families. As punishment for speaking their languages and engaging in Aboriginal
customs, numerous residential school survivors have come forward with disclosures of
abuse, which include the following: tongues pierced with needles; bodies and faces
rubbed in oil and excrement; forced eating of spoiled food; bondage and confinement;
electric shock; spanking with branches and straps; and numerous other humiliating
measures (Haig-Brown 1998; Erasmus 2004). The enduring impact is evident today. The
residential school system's official policy of assimilation fell short of its goal. Aboriginal
children remained separate, and for thousands of Aboriginal children and their
communities, an inferior education in an atmosphere of disease, neglect, abuse, and
shame resulted in tragic consequences that persist to this day.

2.5 Towards Truth and Reconciliation
On January 7, 1998, the federal government announced the creation of a Healing Fund
designed to support Aboriginal communities in redressing the effects of the residential
schools. The multi-million dollar fund, which was announced as part of the government's
Statement of Reconciliation, was accompanied by a speech that acknowledged the
Canadian government’s historical role in the development and administration of these
schools, and the role of the Roman Catholic, Anglican, United, and Presbyterian
Churches. In 2006, a compensation plan for victims of the residential school system was
formalized and signed with legal representation from residential school survivors, the
Assembly of First Nations (AFN), and the churches. In 2008, as part of the court-
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approved Settlement Agreement, a Truth and Reconciliation Commission was established
to examine the legacy of Canada's residential schools. The commission provided former
students the opportunity to share their experiences in order to create an historical account,
help people heal, and encourage reconciliation between Aboriginal and non-Aboriginal
people. And on June 11, 2008, Prime Minister Stephen Harper stood before the House of
Commons and offered a statement of apology to survivors. An excerpt from PM Harper's
statement follows:

Mr. Speaker, I stand before you today to offer an apology to former students of
Indian residential schools. The treatment of children in Indian residential
schools is a sad chapter in our history. In the 1870's, the federal government,
partly in order to meet its obligation to educate aboriginal children, began to
play a role in the development and administration of these schools. Two
primary objectives of the residential schools system were to remove and isolate
children from the influence of their homes, families, traditions and cultures,
and to assimilate them into the dominant culture. These objectives were based
on the assumption aboriginal cultures and spiritual beliefs were inferior and
unequal. Indeed, some sought, as it was infamously said, "to kill the Indian in
the child." Today, we recognize that this policy of assimilation was wrong, has
caused great harm, and has no place in our country. Most schools were
operated as "joint ventures" with Anglican, Catholic, Presbyterian or United
churches. The government of Canada built an educational system in which
very young children were often forcibly removed from their homes, often
taken far from their communities. Many were inadequately fed, clothed and
housed. All were deprived of the care and nurturing of their parents,
grandparents and communities. First Nations, lnuit and Métis languages and
cultural practices were prohibited in these schools. Tragically, some of these
children died while attending residential schools and others never returned
home. The government now recognizes that the consequences of the Indian
residential schools policy were profoundly negative and that this policy has
had a lasting and damaging impact on aboriginal culture, heritage, and
language.

This statement verifies what Aboriginal people already knew – that many of the negative
behaviours found in Aboriginal communities today are the product of experiences in the
residential school system. That being said, efforts to bring the truth of mental, physical,
emotional, spiritual, and cultural abuses into the forefront of Canadian history must be
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applauded. Certainly, it is the first step in encouraging all Canadians to understand how
the government and churches treated Aboriginal people, and the first step in helping them
understand the scope of the wrongs done, the impact on Aboriginal people today, and
their obligation to help.

2.6 Challenges to Truth and Reconciliation
Canada's Truth and Reconciliation Commission (TRC) was launched pursuant to the
Indian Residential Schools (IRS) Settlement Agreement. The purpose of the Commission
is to acknowledge the government’s wrong and heal the relationship between Canada and
it original inhabitants. The launch of the TRC signalled a shared commitment among
survivors, churches, and the government of Canada to a more harmonious and respectful
future. In bearing witness to the legacy of residential schools, which has weighed heavily
on Aboriginal people for generations, the TRC will help create a collective memory and a
shared hope for well-being that will benefit relationships long into the future (Castellano
et al. 2008).

Reconciliation refers to the end of disagreement and the return to friendly relations. In
order for reconciliation to happen, certain criteria must first be met (Castellano et al.
2008). First of all, both parties must recognize the discordance inherent in the
relationship that is to be reconciled, and acknowledge truths about the past relationship
between Aboriginal people and their colonizers, and the destructive effects of that
relationship, which continue today. This means recognition that the dysfunction within
far too many Aboriginal communities are outcomes of historical forces, and not inherent
flaws. It requires that relationships be based on equality, in which each party is
considered of equal worth and makes every effort to understand the point of view of the
other. The colonial practices that perpetuate our second class status must also be
addressed, and with that, restoration of Aboriginal languages, cultures, social structures,
and traditional forms of governance.
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2.7 Health Profile
Prejudice, discrimination, and marginalization are very much present in the daily lives of
Canada's Aboriginal people. And while the effects of marginalization manifest
themselves in a number of different social ways, statistics that place the health profile of
Canada's Aboriginal people on par with health profiles found in the developing world are
extremely telling.

Although the life expectancy of Aboriginal people has improved, on the whole,
Aboriginal people live five to 10 years less than other Canadians and their overall health
is much worse. Aboriginal people are set apart from non-Aboriginals in terms of
substance abuse, sexually transmitted diseases, disability, cardiovascular disease, and
other chronic illnesses, including arthritis, diabetes, and cancer. One-third of all
Aboriginal people over the age of 15 have a disability, which is double the national rate,
and the rate of diabetes among Aboriginal people is among the highest in the world. In
fact, the risk of death from diabetes is four times higher for Aboriginal women and two
times higher for Aboriginal men (Adelson 2005).

Infectious diseases occur disproportionately in Canada's Aboriginal communities.
Pertussis occurs at three times the national rate, hepatitis occurs at five times the national
rate and shigell, a bacterial infection caused by poor water quality and inadequate sewage
disposal, occurs at a rate 19 times the national average. In the course of 10 years, the
proportion of AIDS cases among Aboriginal people climbed from two percent of all
cases in Canada to slightly more than seven percent. The tuberculosis rate among
Aboriginal people is seven to 10 times higher than the average Canadian rate (Health
Canada 2005). Tuberculosis rates increase with crowded and unsuitable housing. It is
estimated that 33 percent of Aboriginal people in Canada live in adequate housing.
Homes occupied by Aboriginal families are nine times more likely to have no piped
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water supply, five times more likely to have no bathroom facilities, and 10 times more
likely to have no flushing toilet (McHardy and O'Sullivan 2004).

In addition, Canada's Aboriginal people fare substantially worse than non-Aboriginals in
the area of formal educational attainment. Eight percent of Aboriginal people had
completed a university degree in 2006, compared to 23 percent of all Canadians
(Statistics Canada 2008). We also show a rate of low income that is more than twice that
found among non-Aboriginals. And while the average income for all Canadians has
increased in the past decade, and income disparity has narrowed, it will take an estimated
63 years for the income gap between Aboriginal people and the rest of non-Aboriginal
Canadians to be erased (Wilson and Macdonald 2010). This is in spite of the large and
complex structures that have been put into place to integrate Aboriginal people into
Canadian society (Frideres and Gadacz 2008). Consequently, it should come as no
surprise that Canada's Aboriginal people are more likely to suffer from mental health
problems, to experience violence, and to be involved in the criminal justice system.
Aboriginal people suffer from a range of mental health problems at rates far greater than
the general Canadian population. While several epidemiological studies have documented
high levels of depression and alcohol and substance abuse stemming from a history of
colonization, loss of land, residential school trauma, and discrimination (Waldram 1997),
fewer studies address specific psychiatric disorders. Those that have indicate a rate of
psychiatric disorders up to twice that of non-Aboriginal people (Roy et al. 1970; Sampath
1974).

In the US, data pertaining to mental health show clear evidence of impaired response. In
a study of 251 Northern Plains adolescents, 43 percent received a diagnosis of at least one
disorder, the most frequent of which were disruptive behaviour disorder, substance abuse
disorder, anxiety disorder, and PTSD (Kinzie et al. 1988). Suicide and self-injury are the
leading causes of death among Aboriginal people under the age of 45 (Health Canada
2005). Aboriginal Canadians are almost five times more likely than all Canadians to be
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involved in self-inflicted accidents resulting in severe injury or death. In addition to a 10fold greater risk of injury and death due to assault, Aboriginal people have a three-fold
greater risk of completed suicide.

Suicide, one of the most dramatic indicators of distress in the Canada's Aboriginal
communities, accounts for approximately 1,080 potential years of life lost per 100,000
First Nations people. First Nations youth commit suicide five to six times more often than
non-Aboriginal youth, and the rate among Inuit youth is among the highest in the world,
at 11 times the national average (Health Canada 2005). Across Canada, Aboriginal males
have a rate of suicide that is close to three times higher than Canadian males, while
Aboriginal females have a rate four times higher than Canadian females. The gap is
largest among 15- to 24-year-olds. At ages 15 to 24, the suicide rate in Aboriginal women
is almost eight times that of the same age group, while for men it is five times higher
(Health Canada 1996). Some Aboriginal communities in Canada show rates of suicide
some 800 times the national average. Davis Inlet in Labrador and Ontario’s Nishnawbe
Aski Nation communities have been struggling with an epidemic of suicide. Members of
the latter commit suicide at a rate eight times higher than all Canadians. And yet, suicide
is essentially non-existent in other Aboriginal communities (Chandler and Lalonde 1998),
which begs the question: What accounts for such variability in incidence rates in
Aboriginal communities across Canada? The risk factors for suicide among Aboriginal
people include a history of substance abuse, a history of psychiatric problems, a history
of physical abuse, and feelings of alienation. Conversely, lower suicide rates are found in
communities characterized by cultural continuity, including economic and political
independence within traditional territory, education services, police and fire services,
health services, and local cultural facilities. Unquestionably, there is a strong association
between lack of cultural continuity, local control, and high suicide rates (Chandler and
Lalonde 1996b; 1998; Kirmayer 1994; Kirmayer et al. 2000; Tatz 1999).
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Chandler and Lalonde (1998) offer the most compelling case for cultural continuity and
its role as a protective factor against suicide. Their attempts to better understand
Aboriginal youth suicide in the context of personal and cultural continuity comes in three
parts. Their study is a correlation of Aboriginal youth suicide with community-political
factors widely considered to be markers of cultural continuity. For them, there is a
double-barrelled set of expectations that explain the epidemic rate of suicide among
Aboriginal youth today. One of these comprises the changes that mark adolescence. The
other arises when one's culture, out of which identity is formed, is thrown into disarray.
In either case, the grounds upon which a coherent sense of self is ordinarily made up are
cut away. Life is rendered irrelevant, and the prospect of one's own death can become a
matter of real indifference. Culture is, therefore, a double-edged sword. Its potential lies
in past responsibilities and future promises, which is to say that it offers a “mythic
timeframe that could be relied on to lend a certain age to things” (p. 14). But for
Aboriginal youth currently, culture is a destabilizing factor that works to heighten the risk
of suicide. This is for two interrelated reasons: The first reason is that in moments of
crisis, individuals ordinarily have a circle of friends and family that act as “ties that bind”
(p. 36). The second reason lies nearer to the impact of cultural differences on suicide.
Aboriginal youth live in a culture that is contingent on narrative history in order to
continue. It is a culture in which notions of self-continuity are prescribed to be narrative.
And yet, the languages and cultural practices of Aboriginal people have been
criminalized and beaten out of Aboriginal people through generations of genocidal
policies, including the residential school system. Consequently, the period of
adolescence, which brings with it typical moments of heightened risk, are particularly
dangerous.

This discussion of youth suicide and protective factors provides the opportunity to
address the greatest challenge facing Aboriginal communities today. With evidence that
cultural continuity is an important protective factor against suicide, Aboriginal
communities can take active steps to preserve and rehabilitate culture, and in so doing,
improve community health. Of course, this rather generalized statement suggests that
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efforts to do so have been lost on Aboriginal communities and that the task is an easy
one. On the contrary, there are inherent difficulties associated with improving health in
Aboriginal communities. The same logic applies to violence. The residential schools set
in motion an intergenerational transfer of trauma that continues to cause significant
damage to Aboriginal men and women, their children, and their grandchildren (Ross
2008). Today's youth are hailed as the answer to our problems. Increasingly, they are
encouraged by leadership to take responsibility for rebuilding Aboriginal communities,
and numerous programs have been developed to teach them healthy relationship skills.
The problem is: they have received the brunt of poor parenting and loss of language and
culture. They are part of the equation and suffer equal effects.

Personal, interpersonal, and family violence in particular, continue to escalate in the
Aboriginal community; including physical abuse, sexual assault, and rape. In fact, forty
percent of the overall Aboriginal population reports family violence as a social problem
that has severe negative effects (Royal Commission of Aboriginal Peoples 1996;
Chansonneuve 2005; Health Canada 2005).

Canada's Aboriginal people compose seven percent of federal corrections institutions and
up to 70 percent of provincial corrections institutions. They are arrested at a much higher
rate – up to 29 times as great – and there is a considerably higher rate of recidivism
among Aboriginal people, which is estimated to be close to 80 percent in some parts of
the country. Aboriginal youth are overrepresented in the juvenile justice system, and the
average age of incarceration has declined. Alcohol use is present in 90 percent of crimes,
and there is a trend towards more serious offences (Smandych et al. 1993).

The psychological and social problems that characterize Canada's Aboriginal
communities are overwhelmingly considered the result of traumatic loss. This includes:
genocide; conversion to Christianity and agricultural lifestyles; the use of residential
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schools to remove parental influence; and a long history of other destructive policies. Of
particular interest is the legacy of the residential schools (Morrissette and Naden 1998;
Kirmayer et al. 2000; Karmali et al. 2005) and the multiple generations of children who
attended them and experienced abuse, disconnection from family, shaming, loss of
connectedness, and state dependency (Alfred 2009). Imbalance in the lives of Aboriginal
people and difficulty creating quality of life can best be understood in the context of these
losses (Mussell 2008), and in contributing to a culture of violence in our communities.

2.8 The Culture of Violence in Aboriginal Communities
A number of theories have been put forward to explain the high level of violence among
Indigenous people across the globe. While some theorists have emphasized the
contribution of culture to violent behaviour, claiming that the propensity to violence is an
inherent feature of many Indigenous cultures; specifically, a cultural expression of
strength and courage, most theories treat colonization and dispossession as the underlying
causes of violence. The dominant view that Indigenous violence reflects the destructive
effects of colonization, dispossession of land, and historical loss and trauma are typically
broken down, sometimes reflexively, into two main theories: 1) anomie theory and 2)
social disorganization theory. In explaining Indigenous violence, each of these theories
give prominence to historical trauma resulting from the destabilization of social norms
and loss of power (Snowball and Weatherburn 2008).

In the tradition of the Durkheim modernization perspective, many theorists have argued
that the rapid social change that followed colonization threw Indigenous societies into a
state of anomie: as pathology, anomie is normlessness or a situation where rules or norms
are absent. Individuals are confronted with anomie when they do not have a clear concept
of what is and what is not proper and acceptable behaviour (Durkheim 1951). The
combined pressures of foreign contact, war, famine, epidemics, and acculturation have
caused confusion among Indigenous people about their roles and cultural identity,
internal conflict, and feelings of alienation and normlessness. In this state, traditional

51

rules and customs no longer contain what was once regarded as unacceptable behaviour.
Critical to this is diminished provider and protector roles, which leads to violence in men
as an attempt to preserve male status. Violence, therefore, particularly that committed by
men, reflects deficits in self-esteem, compromised position, and powerlessness (Memmot
et al. 2001).

A related theory concerning the breakdown of informal social control is social
disorganization theory. Social disorganization is the inability of community members to
solve problems through shared values (Kennedy et al. 1991). As levels of social
disorganization increase, violence also increases. When applied to Indigenous
communities, social disorganization theory argues that the disruption, intervention, and
institutionalization of Indigenous people have undermined family structures and the
ability of parents to inculcate social norms. Specifically, State policies of moving
Aboriginal people to reserves, boarding school systems under which Aboriginal children
were taken away from their families and communities, as well as the disempowerment of
elders and community leaders have led to dysfunctional change to family and kinship
networks. High levels of family and kinship disruption have resulted in the decreased
ability of families, and therefore communities, to effectively regulate violence and other
types of criminal behaviour (Snowball and Weatherburn 2008).

In these perspectives, violence is the result of a disruption or breakdown of a stable
normative order. In the [oftentimes-forced] transition to modern society, disequilibrium
sets in as older cultural patterns collide with modern values and norms. Weakened social
controls and normative restraints characterize this state. Anomie, social disorganization,
crime, and delinquency are more likely to develop in this state (Smandych et al. 1993).
Braithwaite (1992) elaborates, noting that the extent to which groups of people commit
crime depends largely on the degree to which individuals are connected to the institutions
of family, school, work, and community, etc. Inherent in societies with high levels of
crime is the belief that the control over community members, through informal structures
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and traditional institutions, has been weakened. The cross-cultural theory identified by
Smandych et al. (1993) ties issues of colonization and modernization to crime and
violence through a rupture of traditional control mechanisms. This line of thinking also
draws on the work of LaPrairie (1992), which credits the creation of social and economic
problems to the disintegration of communitarian methods of dispute settlements and
control.

Of course, there is a growing body of research indicating that traumatic history,
specifically regarding the residential schools, has negatively impacted Canadian
Aboriginal families and communities. By depriving families of parenting models, the
schools undermined the fabric of Aboriginal families and impaired the capacities of entire
communities. According to Brave Heart (1999a), the residential schools negatively
impacted protective factors against substance abuse, violence, mental illness, and a range
of family problems, including parental competence, emotional availability, and genuine
engagement with children.

2.9 Intergenerational Impacts
This notion that the residential school system is the cause of historical trauma,
dislocation, and violence in the Aboriginal community is contentious. Certainly, the
argument has been made that the system represents only a small portion of the real
challenge, which is the larger traumatic experience of colonization (Ross 2008). This
experience includes, but is not contingent on, the residential schools. It is not the purpose
of this chapter to argue that residential schools are the sole cause of trauma and
dislocation in Aboriginal communities. In fact, Aboriginal peoples around the globe show
the same dislocations, with no history of residential schools. What this chapter points to
is the breadth of possible causes. Some give precedence to the introduction of diseases,
which destroyed huge proportions of populations, and in so doing shredded both the
fabric of physical life and the illusory power of traditional medicine people. Others point
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to the invasion of territory and the disruption of our relationship with land. In Ross’
(2008) view, the most powerful cause of cultural dislocation is simple to express: a
pervasive conviction of cultural superiority by the non-Aboriginal world. That notion of
cultural superiority manifests itself in countless dimensions of relations, and the
residential school is just one aspect of that.

Trauma is defined as a profound sense of bereavement stemming from loss of control,
connection, and meaning (Gagne 1998). Trauma is known to disproportionately affect the
most marginalized members of a society. In Canada, Aboriginal people are at increased
risk (Karmali et at. 2005). Generalized anxiety, hyper-vigilance, guardedness, and
mistrustfulness characterize trauma incurred during childhood in adulthood. As a result of
trauma, many survivors also develop an array of “survival” skills as a way of coping.
This includes passive-aggressive behaviour, denial, alcoholism, and drug abuse (Brave
Heart 2003). Many residential school survivors share these common symptoms of
childhood trauma. It has led to widespread loss of identity and well-being characterized
by physical, emotional, mental, and spiritual problems (Gagne 1998). In addition,
dissociation from and distortion of traumatic experiences has culminated in the shutting
down of emotions. The result is difficulty building, sustaining, and re-establishing
relationships (Duran and Duran 1995).

Many Aboriginal children who attended residential schools, and thousands of other
Aboriginal children who were removed from their homes and communities by child
welfare authorities, were forcibly brought up without family or community. The
nurturing that comes from strong family and community networks was replaced with hard
labour, harsh discipline, and abuse of all sorts. Numerous studies have described the
long-term effects of removing Aboriginal children from their families and placing them
in non-Aboriginal homes. The severing of families, communities, and nations has left a
legacy of individuals who frequently experience identity issues and mental illness
(Hodgson 1990; Gagne 1998; Locust 1999; Frideres and Gadacz 2007).
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Current discourse centres on whether the experience is a type of PTSD specific to those
schools, or a manifestation of larger historical process of colonization (Robertson 2006).
Although the distinguishment is an important one in terms of treatment, as treatment will
flow from whichever understanding makes more sense, emerging theories of both
Residential School Syndrome (RSS) and historical trauma have made useful
contributions to understanding the effects of victimization. It is not the purpose of this
piece to make an argument either way; rather, it is to set a framework for understanding
how one's experience as an Aboriginal person can contribute to violence (Menzies 2007).

Many Aboriginal people who attended residential schools present with symptoms similar
to PTSD, a finding which lead Brasfield (2001) to coin a complex known as Residential
School Syndrome (RSS). The diagnostic features of RSS are similar to those of PTSD,
but with specific cultural influence. Residential School Syndrome follows the DSM-IV
listing of the ways in which traumatic events may be felt in survivors. Individuals
diagnosed with RSS suffer from pain, fatigue, and sleep difficulties, anger management
issues, and relationship dysfunction. Where RSS breaks from PTSD is in its
particularization of the residential school experience, which is to say that individuals
diagnosed with RSS suffer from recurrent intrusive memories, nightmares, and
occasional flashbacks of the residential school experience, avoidance of anything that
may be reminiscent of the residential school experience, diminished interest and
participation in cultural activities as a result of the residential school experience, a
persistent tendency to abuse alcohol or sedative medication drugs as a means of
forgetting the residential school experience, and intense feelings of fear and anger
resulting from the residential school experience (Corrado and Cohen 2003). It interrupts
normal child development by restricting experience and essential life skills. As adults, it
is associated with increased probability of educational failure, marital instability, and
unemployment, in addition to a range of psychological difficulties, including anxiety,
depression, suicide, dislocation, personality disorder, impaired sexual functioning,
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interpersonal problems, and physical illness (Moeller et al 1993; Luntz and Widom 1994;
Silverman et al. 1996).

Most therapists readily recognize that individuals are at risk of PTSD if they are exposed
to political violence. A situation that has been neglected is children's exposure to the
effects of political violence – in this case, PTSD – on their family members, and
specifically, their parents (Yehuda et al. 2001). Political violence refers to acts of an
intergroup nature that influence power relations (Cairns 1996). Without a doubt, the
establishment and management of Canada's residential school system constituted a form
of political violence committed against Aboriginal people at the hands of the White
majority. Violent behaviour was carried out in the name of the schools in order to secure
power over Aboriginal children, their families, and communities. As has already been
shown, impatience and correction characterized Canada's residential schools, which often
gave way to excessive punishment. Almost universally, the way the schools operated
prevented staff from providing the emotional support that children needed. The emotional
detachment brought about by severe sexual abuse was made worse by the cultural
denigration inflicted on students.

According to Hennan (1992), “Witnesses as well as victims are subject to the dialectic of
trauma” (p. 2). Furthermore, witnessing violence does not necessitate a two-person
encounter between a victim and a perpetrator. Rather, violence yields several witnesses,
whether at the moment of the violent act or later. This includes those who see or hear a
violent event, and those who in any way have knowledge of victimization. Studies on
“witnessing” began in the 1960s when researchers became interested in the effects of the
Holocaust on the children of survivors. Since then, numerous investigations have
revealed that children of Holocaust survivors report problems similar to those reported by
their parents (Auerhahn and Laub 1998; Kellerman 2001). As more and more children
presented with symptoms that reflected their parents' experiences, the label “children of
Holocaust survivors syndrome” was coined (Schwartz 2000). The effects of political
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violence on Aboriginal children whose parents attended residential schools are complex
and unique, but in some ways analogous. This is to say that the mechanisms by which
trauma is transmitted, including psychological, familial, and societal, are in many ways
the same. For example, research into the vertical transmission of PTSD from parents to
children has shown that attachment systems suffer when a parent is a frightened caregiver
(Zeanah and Zeanah 1989). In order to cope with trauma and its sequelae, which more
often than not is unresolved, parents project feelings and anxieties unto their children as
part of ordinary interaction. That interaction becomes pathological when the projection is
rigidly maintained and the child cannot resist (Rowland-Klein and Dunlop 1998).
Consider the example of a residential school survivor who, as a child, was forced to
spend three days in the cold as punishment for speaking his language. After a weeklong
drinking binge with friends, he arrives home during a snowstorm and startles his son,
who is shocked and frightened both by the sight of his father and the blast of cold air that
trails him. The boy reacts by crying out, a reaction that enrages his father, who cannot
bear to see in his son the emotion that he was taught to deny. In an effort to help his son
discount the cold, the man sends his son outside for several hours. Soon, the child learns
to disown his fear to the extent that he can neither feel nor respond to sensations of cold
or pain. Adapted from Weingarten (2004), this example is meant to illustrate how
parental trauma exposure and parental PTSD are risk factors for the development of
PTSD in children.

According to Duran and Duran (1995), the PTSD diagnosis falls short in adequately
accounting for the systematic conditions that permit the disorder to be sustained and
perpetuated within Aboriginal families and across generations of Aboriginal people.
Furthermore, it does not sufficiently connect individual experiences to broader, socialconstructed conditions. For them, this is the major downfall of contemporary
psychotherapy. An Aboriginal person's account of trauma is almost always part of larger
historical formations, and these have profound effects on individuals, as well as families,
communities, and nations. In brief, PTSD diagnoses fail to account for the role of culture
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in intergenerational and community trauma. This argument has been advanced by a
number of leading scholars, including Kirmayer et al. (2000), who note that:

The emphasis on narrating personal trauma in contemporary psychotherapy is
problematic because many forms of violence against Aboriginal people are
structural or implied and may remain hidden in individual accounts. Individual
events are part of larger historical formations that have profound effects for
both individuals and communities (p. 16).

Based on his research on political violence and PTSD, and in spite of the criticism aimed
at the PTSD diagnosis, Yehuda et al. (2001) concurs on the notion that individual
experiences are part of larger formations, noting that there are numerous factors affecting
the relationship between childhood trauma and PTSD. Childhood trauma does not occur
in a vacuum; rather, it is indicative of a larger breakdown in the family, social, and
cultural environment. The presence of a range of elements help to explain contrasting
rates. Children who are exposed to both traumatic events and the pervasive factors that
give rise to traumatic events are more vulnerable. Where this argument falls short is in
explaining how trauma is perpetuated and sustained across generations. Brave Heart et al.
(1988) were among the first to advance this argument, noting that first generations suffer
PTSD, but subsequent generations suffer from historical trauma and unresolved grief.

Brave Heart (2003) suggests that Aboriginal people, including survivors and those who
never experienced direct losses, suffer from a more generalized condition dating back to
colonization. In this view, there need not be any specific trauma associated with
boarding, residential, or training schools; rather, trauma is cumulative and intensifies
from one generation to the next. It emanates from massive group trauma, and includes a
collection of features in response to trauma, including substance abuse and other types of
self-destructive behaviour. It is accompanied by historical unresolved grief (Brave Heart
and DeBruyn 1998). Forced to abandon culture or practice it in secret, many Aboriginal
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people were impaired in their ability to mourn and adequately resolve traumatic losses.
This grief is disenfranchised. It is inhibited psychically with shame, and socially though
prohibition. The result is an intensification of normal emotional reaction, characterized
by sadness, anger, helplessness, and powerlessness (Kaufman 1989). Present generations
of Aboriginal Canadians face repeated traumatic losses of family and friends through
suicide and alcohol-related accidents. In addition to past traumas, layers of present losses
fuel our anguish, numbing, and destructive coping mechanisms.

When trauma is ignored and support unavailable, it is passed from one generation to the
next. Ultimately, what one generation sees as normal, the next generation learns to see as
normal, and so on (Aboriginal Healing Foundation 1999). The intergenerational impact
of the residential school refers to the effects of physical, sexual, emotional, and spiritual
abuse and associated trauma that was passed on to the children, grandchildren, and greatgrandchildren of residential school survivors. According to Chansonneuve (2005), the
ongoing cycle of abuse in our communities is the result of residential schooling. It is
associated with, but not restricted to, the following: Alcohol and drug abuse; Past and
ongoing sexual, physical, psychological, and emotional abuse; Low self-esteem;
Parenting issues, such as emotional coldness, rigidity, neglect, and poor communication;
Suicide and the threat of suicide; Chronic depression; Chronic rage and anger; Sleeping
disorders; Chronic physical illness; Internalization of residential school behaviours, such
as passive compliance and obedience; Breakdown of family and community values, such
as trust, purpose, and cooperation; Disunity and conflict between individuals and
families; Flashbacks and associative trauma; Psychologically-based learning disabilities;
Confusion and conflict over religion; Lateral violence.

Upon returning home, many residential school survivors struggled with the pain, rage,
and grief that were a product of the abuses they experienced. Those who entered into
marriage or common-law unions were overwhelmed by the demands of partnership,
intimacy, and parenting. Very few had much experience with it or were prepared for it. A
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number of them enlisted into the military where they experienced combat-related trauma.
Others medicated their pain with drugs and alcohol. Poverty and drug-related violence
grew. Many were re-victimized in their partnerships and numerous others became
abusers.

According to Napier (2000), “the bonds between many hundreds of Aboriginal children
and their families and nations were bent and broken, with disastrous results” (p. 3). The
effect of this across generations has sparked interest in the areas of historical trauma,
historic trauma response, historical unresolved grief, and the intergenerational transfer of
trauma. The cycle of violence, or the intergenerational transmission of violence, has also
figured into recent research, though not as prominently. According to this line of
thinking, a family member who has experienced an episode of violence can expose
another member to residues of that violence, even though he/she did not directly
experience it (Weingarten 2004).

Ross (1996; 2008) contends that the residential school system produced a whole new
generation of non-empathetic, isolated, angry, lonely, and violent children. They are
children of parents who survived residential schools, and much like their parents, grew up
learning that relationships were built on values like fear, anger, power, jealousy, secrecy,
and greed. To show how abused children can grow up to be abusers, he shares the story
of a boy who was raised in a situation of chronic violence and abuse:

On welfare days, the drinking was at their house, along with the beatings and,
frequently, the sexual abuse of passed-out women. He told of the hiding in the
closet with his little sister, putting his hands over her ears so she could not hear
the thuds and grunts going on around them. When everything turned quiet,
they would sneak out the closet, step carefully over the bodies, and scrounge
for food. Because his hands were over his sister's ears, nothing blocked those
grunts and thuds from his own ears, so he learned to block them out mentally.
He got so good at it that he became a virtual psychopath, unable to feel the
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pain of others. By the time he came to our attention, he had crossed over
normal sexual boundaries with more than a dozen girls, oblivious to their
objections and pain. Despite lengthy treatment, we could not bring that human
capacity for empathy back to him, and he continued to offend (p. 150).

This argument is advanced by Duran and Duran (1995), who contend that the social
problems facing Aboriginal people today, including violence and abuse, have become
part of everyday life. These damaging events form part of a historical formation, which
shapes our communities and our relationships, roles, practices, and institutions.

Shame and its corollary, lateral violence, are yet other mechanisms by which trauma is
passed from one generation to the next. New research that points to the experiences of
shame and humiliation as central the ways that trauma is passed collectively from
members of one generation to the next is relevant to the residential school experience.
According to Volkan (2001), individual experiences of shame can come to inform
relations and institutions, particularly in honour-based societies. In this context, the
experience of humiliation can take on traumatic dimensions and impact people at the
group level. The following quote illustrates this point:

Within virtually every large group there exists a shared mental representation
of a traumatic past event during which the large group suffered loss and/or
experienced helplessness, shame, and humiliation in a conflict with another
large group. The intergenerational transmission of such a shared traumatic
event is linked to the past generation's inability to mourn losses of people, land
or prestige, and indicated the large group's failure to reverse ... humiliation
inflicted by another large group, usually a neighbour, but in some cases,
between ethnic or religious groups within the same country (p. 87).

Lateral violence, including shaming, humiliating, damaging, belittling, and sometimes
violent behaviour directed at members of a group by other members of the same group, is
yet another outcome. According to Middelton-Moz (1999), it is common to oppressed
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groups, whose members turn their anger against each other. Examples of lateral violence
include gossip; putdowns; character assassination; backstabbing; family feuds; family
violence; elder abuse; and other attempts at socially isolating others. Those most at risk
of lateral violence include the most vulnerable members of a community or family,
including elders, women, and children.

2.10 Summary
Clearly, the legacy of colonization and of the residential school manifests itself in
different ways. Some of it is turned inward and much of it is turned outward. Fortunately,
there is hope. This hope lies in understanding the colonial process, cultural values,
tradition, and healing from trauma.

There were many families in the history of Canada's residential schools who managed to
keep their children at home, especially in communities where a day school was available.
Mussell (2008) provides one such account. His story is one in which six Aboriginal
children raised on reserve became “responsible” citizens, married, and raised healthy
children. His parents introduced their children to the world of work, involved them in a
wide range of cultural activities, including hunting, canoeing, and fishing, and
participated in traditional celebrations and ceremonies. They were taught about the land
and how the land supported family and community. Consequently, when school
attendance was added to their lives, they possessed the competencies necessary to
succeed in the face of racism and inequity. In this instance, the opportunity to live one's
culture provided a sense of secure personal and cultural identity that served as a
foundation for coping with life's challenges. Unfortunately, this family’s experience of
the residential school was less dramatic than that of many other Aboriginal families.
Thousands of other Aboriginal parents did not have the means or opportunities necessary
to keep their children at home.
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It is within this context that Aboriginal women subsumed a subservient status to
Aboriginal men. The Indian Act of 1869 presumed Aboriginal women dependent on their
husbands. It denied status to women who married non-Aboriginal men and granted status
to non-Aboriginal women who married Aboriginal men. The restructuring of the
economy further eroded the role of women, rendering them materially unproductive.
These were compounded by stereotypes and assumptions that women should be
“unobtrusive, soft-spoken, and quiet” (LaRocque 1996; p. 12). The position of Aboriginal
women in their families and communities was slowly eroded by colonial processes. In
this case, limited autonomy and resources collided with traumatic history, the
normalization of violence, and the socially integrated nature of Aboriginal communities
to differentially impact women.

63

Chapter 3

3 Methodology and Methods
The capacity of research to improve health and well-being is undisputable. For
Aboriginal people in Canada, research done right has the potential to better our
communities in both subtle and decidedly perceptible ways. This can be achieved at
various levels; for example, through improved understanding, recommendations for
policy development, capacity-building, and support in the development of culturallyappropriate programs and services.

Unfortunately, much research involving Aboriginal people has done little to improve our
physical or emotional circumstances or advance our ideas in significant ways. This has
been the case historically. By and large, Aboriginal people have engaged in research and
received few benefits in return. At the heart of this problem is cultural sensitivity
(Kowalsky et al. 1996; Greenhill and Dix 2008), or lack thereof. Not only does cultural
insensitivity render the process inflexible, inhibit meaningful interaction, and prevent the
establishment of trust, but to begin with, it impedes the articulation of locally-relevant
needs and a comprehensive understanding of significant issues, thus setting the stage for
tenuous and ineffective working relationships.

3.1 Culturally-Sensitive Research
Cultural sensitivity is fundamental to working with Aboriginal people. In research, it
refers to a higher and more sophisticated understanding of the issues that demonstrably
and indemonstrably affect Aboriginal people and the research process itself, including the
impact of colonization on Aboriginal people; and specifically, the origins and depths of
loss, trauma, shame, and guilt, much of which is intergenerational. As a precondition,
cultural sensitivity demands respectful partnerships and mutually-beneficial relationships.
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This is achieved through genuine engagement with community, deference to local
knowledge and expertise, and a commitment to both individual and collective
development.

Though most would claim to be culturally sensitive, the truth is that a good number fall
short. Many, I would claim, rarely evaluate their motives for this kind of work and
engage in it for self-serving reasons. We need to acknowledge, for example, that it is
advantageous to engage in Aboriginal research, meaning there is always opportunity in
this area for research, funding and, with those things, professional gain. Beyond that are
persistent questions about the type of research conducted and the methods used to
conduct that research. Of particular concern to Aboriginal people, particularly those
living on-reserve/rurally and far-removed from universities and research institutes, is that
non-Aboriginal people decide on research topics and designs. These decisions reflect
personal and/or larger societal realities and interests and are often established devoid of
Aboriginal voices, visions, and cultural preferences (Smith 1999; Duran and Duran
2000).

For others, or those whose intentions are sincere, it is sometimes less a matter of intention
and more a matter of process. To be sure, the process whereby cultural sensitivity is
incorporated into research is a slow, time-consuming, and uncertain process that almost
always results in frustration. In other words, the activities that truly exemplify cultural
sensitivity require time, and they require an overarching commitment to the research
process and to community development. My research was conducted as a community
insider. Still, it took time for women survivors and the community’s health care providers
to feel comfortable with me and for us to establish trusting relationships. It took time to
hear their stories and to process and understand the important issues from their point of
view, many of which are buried beneath layers and layers of physical pain and emotional
hurt. Likewise, it took time to re-assess certain components of the project and make the
appropriate changes. But more than that, it took time, months, and even years, to develop
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appropriate programming in community. Needless to say that changes are still required.
Though the process was marred with frustration and doubt, most of which stemmed from
gossip, back-talking, and putdowns, these complications paled in comparison to the hurt
caused by violence in our community. With this understanding came the motivation to
persist.

3.2 Community-Based, Participatory Action Research
Participatory Action Research provides an important framework for developing a
culturally-sensitive research program. It has the potential to increase a project’s chance of
effectiveness and, as a condition of that, promote health and well-being. It is congruent
with advances in self-government and the push, in academia, for methods that recognize
the unique knowledge and capacities of Aboriginal people. It is receptive to the needs and
opinions of Aboriginal people and allows control and ownership over research questions,
objectives, methods, analysis, and the dissemination of information to participants and
community.

Cultural sensitivity ensures relevant outcomes for communities; specifically, the
motivation and tools necessary to implement constructive change at the community level.
In the case of this particular research project, a key outcome was a community-controlled
healing and support program developed, implemented, and sustained with the support of
community members, including women survivors of IPV and the community’s mental
health and addictions staff, together with the community wellness worker. In addition to
direct support are numerous other outcomes, including: improved community
understanding of how gendered violence affects First Nations women, children, and
communities; enhanced community capacity to engage in prevention and intervention
work; enriched appreciation for methods that prioritize Aboriginal women’s voices; and a
core group of survivors able and willing to advocate for change. These things, all
together, have contributed to the short-term success of the program and will, with hard
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work and a commitment to community input, ensure continued success well into the
future.

In 2004, in collaboration with the Prairie Women’s Health Centre of Excellence, the
Saskatoon Aboriginal Women’s Health Research Committee developed a set of ethical
guidelines to guide health research with Aboriginal women. The guidelines, which were
adapted from the Royal Commission on Aboriginal Peoples Ethical Guidelines for
Research, were developed to assist research by Aboriginal people for Aboriginal women,
in order to ensure an appropriate level of respect for the cultures, values, experiences, and
knowledge of Aboriginal women. The following criteria, which were implemented in this
project, represent best practice for research involving Aboriginal women. It should: a)
originate within the Aboriginal community; b) be carried out by Aboriginal researchers;
c) be informed by relevant Aboriginal groups; d) reflect the culturally- and historicallydetermined perspectives of Aboriginal women; e) be open to re-examination before
dissemination; and f) increase the capacity of Aboriginal women and their communities.

For Canada’s Aboriginal women, visual and narrative methods, such as Photovoice, offer
significant potential to adequately and appropriately explore life experiences, question
deep-seated beliefs, identify power structures, engage in critical reflection, and advocate
community change. They are proven productive in supporting the efforts of Aboriginal
women to challenge community-level effects of historical and contemporary oppression
(Wade 1995), and are considered important elements in the process of healing by which
victims of violence: 1) validate their experiences by recording the impact of violence in
their lives and 2) address longstanding, yet detrimental beliefs about support for victims
of violence, such as the ethic of non-interference (Heilbron and Guttman 2000).

This research utilized a PAR approach, framed by Photovoice (Wang et al. 1996),
individual interviews, and other forms of artistic expression and group discussion, to
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explore the health consequences of IPV among First Nations mothers living on a reserve
in southwestern Ontario. Qualitative research methods were used to explore healthrelated information about this group of women, and to determine how perceptions of
health and well-being are shaped by violence and the historical, social, cultural, financial,
and geographical context of the community in which they live. This process generated
theories about pathways to effective change in the study community. Importantly, it has
allowed some of those theories to be tested through the planning and implementation of
action aimed at improved support for victims of IPV and girls at risk.

According to McTaggart (1997), PAR is unique in that it actively engages community in
research. It integrates knowledge and the multiple perspectives of participants through a
process of research, education, action, and reflection (Boser 2006). The utilization of
knowledge in this action-oriented process represents an important departure from
traditional social science research. Whereas traditional approaches separate knowledge
and action, PAR evokes a systematic process to increase understanding and achieve
social change. In this case, information concerning social, cultural, and political factors
that influence women’s experiences of IPV, and their health in the context of IPV, was
accessed and analyzed for the sole purpose of enhancing existing community and mental
health programming.

The decision to use qualitative methods, and specifically, Photovoice methodology within
a larger PAR approach, was guided by this goal and by the nature of the issue being
investigated. Ultimately, this approach was deemed most appropriate – practically and
ethically – for gathering information about women survivors’ lives, expanding the
project’s range and depth of information, and improving the quality, effectiveness, and
appropriateness of existing programming. By virtue of this, women survivors are the
impetus for, or themselves lay the groundwork for improved community-level
programming. This in turn strengthens the capacity of Aboriginal people to determine
and develop their own priorities and promote their own health. The presumed benefits
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are, therefore, extensive, benefitting individual women, families, and community through
a localized and strengths-based approach.

Participatory Action Research is an increasingly popular alternative to traditional
approaches and encompasses a broad range of research methods, including Photovoice,
all of which incorporate in meaningful ways those whose lives are being investigated
(Reason and Bradbury 2008). A set of defining principles guide this process. These
principles, outlined herein, imply a formula upon which meaningful research is built and
applied, and resultant actions sustained. First comes an aspiration for social justice and a
vision for meaningful transformation. From that aspiration and vision comes a
commitment to collaboration. With that comes a wide range of existing knowledge, all of
which is informed by history, culture, experience, identity, beliefs, spirituality, and so on.
The result is a unique kind of knowledge upon which social change is based. Implicit in
this agenda is a significant assertion about research (Somekh 2006); specifically, the role
of traditional approaches in relation to Aboriginal people (Smith 1999). Research and the
production of knowledge and understanding are important bases for power and control,
which is why Aboriginal people are typically excluded from investigating their own
social realities. By positioning Aboriginal people as “Other”, non-Aboriginal people
preserve control over research agendas and methodologies, as well as their regulatory
positions as experts in the field.

This project effectively addresses key gaps and the peripheral role of women in most
PAR agendas (Maguire 1987). It integrates well with Aboriginal values and provides
Aboriginal women with the space, time, and resources necessary to articulate their own
needs and design efforts to address those needs. This is through involvement in each
aspect of research and a commitment to local-level development (Hoare et al. 1993). The
approach lent itself well to the objectives of this project and to the implementation of
healing and support processes for women survivors. In envisioning a decolonizing
approach, it provided the basis upon which to begin individual healing and prioritize
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community healing. In the context of this particular project, PAR was implemented with
the following objectives: knowledge creation; individual empowerment; community
education; and social change/program development. The aim was to develop the critical
consciousness of women survivors, engage them in the development of knowledge, build
their capacities and the capacities of those around them, support women survivors in their
individual healing journeys, and enhance structures that support an end to violence.

Unique to this project was the level of community control, flexibility in developing a
tailored methodology, and the tangible benefits that developed as a result. Women
survivors and the community’s health workers were fully and actively engaged in the
process from beginning to end, not only setting the agenda and choosing the method, but
actively engaging in data collection and assuming control of the process and outcome, the
outcome being a healing and support program for women survivors. Ultimately, the
uniqueness of the community and those involved took precedence, allowing for more
meaningful research based on respect and cooperation. Of course, it wasn’t without its
challenges. This project was contingent on grants from various sources, including the
Ministry of the Attorney General’s Aboriginal Victim Support Grant Program and the
Ministry of Health Promotion’s Healthy Communities Fund. Fortunately, we will also be
funded through 2012 with the support of the Ontario Trillium Foundation, allowing for
continued counseling and group support, and the development and implementation of a
mentoring program for girls at risk. These funding arrangements are critical to the project
and to the emotional well-being of participants, but they are temporary in nature,
contributing to uncertainty about required financial resources. And as criticism about the
program’s focus2 reigned in, so too did feelings of divisiveness and resentment. Happily,

2

The Kettle & Stony Point Health Services Healing and Support Program for Women Survivors is first and
foremost a victim support program. In addition to individual counseling and group support, we provide
information at the community-level (e.g., developing a personal safety plan, managing stress through
grounding tools, etc) and refer to off-reserve services, such as the Family Counseling Centre Sarnia and the
Sexual Assault Survivors Centre. This is in addition to a program of professional development that trains
workers to recognize and meet the needs of victims. A plan is currently in place to support girls at risk of
gendered violence. This is through a mentorship program that draws on the knowledge and expertise of
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the women and workers persevered. They assumed control of the work through a process
that was sufficiently inclusive, sensitive, and linked to culture and community.

With regard to cultural sensitivity and its profound significance to research with
Aboriginal people, my status as a community insider is noteworthy. As an Aboriginal
mother who has lived and worked in the study community and is a registered member, I
am familiar with, and considerate of, the social, cultural, and political environments
within which gender and health interact. This understanding has improved considerably
through my more recent involvement with a trauma and grief support group. This is in
addition to work as a suicide prevention coordinator and an independent consultant on
numerous mental health, addiction and violence matters. My direct relationship to the
community is an asset insofar as trust is critical to success, PAR in general, and certainly
any research involving victims and survivors. This confidence can only be achieved
through extended contact with the community and proving oneself trustworthy and
genuine. At the same time, I must acknowledge the ethical, social, and personal issues
that can complicate research in one’s own community, and that may situate me as an
outsider (Smith 1999).

3.3 Photovoice
Based on extensive discussions with women survivors and the study community’s nurses
and mental health staff, Photovoice was implemented as the main method for knowledge
collection. This process included separate camera orientation sessions and individual

women survivors and builds leadership skills in girls 12-18. Currently, the healing and support program
does not provide services to men who assault their partners. As the program develops, we hope to
incorporate a culturally-relevant healing and rehabilitation component for male perpetrators. This service
will focus on identifying the root causes of emotional pain and hurt and the provision of therapeutic care
options.
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interviews to explore and describe the following: 1) the violence experienced by First
Nations mothers living in Kettle & Stony Point First Nation; 2) their perceived health; 3)
the coping, resistance, and health promotion strategies employed by this group of women;
and 4) the context within which they experience violence.

Above all, Photovoice is empowering (Harrison 2002). It is a well-recognized and
accepted method that is particularly valuable for research involving minority and
marginalized women (Wang and Burris 1997), and for topics for which little is known
(Berg 2004). It enables women themselves to convey the breadth and depth of their
health concerns (Wang 1999). Correspondingly, it is very often used as a tool for social
action and as a way for women to not only convey their stories and evaluate their needs,
but enhance social support through increased dialogue. Photovoice is a way for women to
portray and validate their subjective experiences, and in so doing communicate with
others and teach. This is in order to improve their own lives and the health of the
communities in which they live. As such, this methodology adequately reflects PAR’s
commitment to meaningful social change at the community level. Its successful
application exerts positive change that benefits women. Through Photovoice, women
help shape our perceptions of what is significant, conventional, and/or atypical. In this
way, the images serve a very important function, helping set the agenda for what people
talk about and pay attention to. The potential for these images and meanings to influence
policy makers and health planners is great, provided these interactions occur and
participants are able to engage in meaningful discussions with health leaders, funders,
researchers, etc (Wang 1999).

Photovoice is a research methodology that was developed initially for women living in
rural and remote settings (Wang et al. 1996). It is fundamentally tied to the theoretical
underpinnings of feminist theory and empowerment education. It is concerned with
nurturing social equality through photographic documentation and consciousness-raising
(Leipert and Smith 2009). This is achieved through regular, everyday people being
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allowed to be agents of change via the pictorial reflection of community life (Frohmann
2005). Photovoice has been used successfully in community-based health research with
Aboriginal people. Its success among Aboriginal people has been attributed in large part
to its ability to effectively balance power and create a sense of ownership. This is as
participants determine both the subjects of their photography and the meanings attached
to their photographs, and as they increase dialogue on important issues with the goal of
positively influencing community members and leadership (Castleden et al. 2008).

Very little research has been conducted that combines participant-generated images and
photo-elicitation interviews, and only a few involve victims of violence and abuse. One
such study provides powerful evidence of the potential of this approach, and what
became apparent during the course of said research was that the benefits of participantgenerated images, associated narratives, and photo-elicitation interviews with abused
women outweighed the methodology’s associated risks, the majority of which can be
managed in specific ways (e.g., through training opportunities for collaborators and
participants, adequate support at the individual level, signed informed consent,
transcription verification, flexibility in the way data is collected, and choice as to level of
participation and which experiences can be heard).

In The Framing Safety Project: Photographs and Narratives by Battered Women,
Frohmann (2005) describes her efforts to do collaborative, community education research
with abused women, and her use of photographs and narratives to explore meanings of
violence and approaches to creating safe spaces. The project had 3 components: 1) selfexploration, reflection, and change; 2) community education and social action; and 3)
research. Beyond contributing to the existing literature, the goal of the research was to
provide a therapeutic outlet for a traditionally silenced population – Mexican and South
Asian immigrant women – to make decisions about what is significant in their specific
settings. Preliminary valuations shed light on the suitability and potential of this
approach, particularly from a feminist perspective. The methodology was deemed critical
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by participants in encouraging them to recognize and challenge the violence in their lives,
and by giving participants the opportunity to define what is significant about their
experiences with IPV, the photographs and interviews increased participants’ feelings of
independence and self-esteem, and was said to have broken down power differentials
inherent in traditional research contexts. Participants indicated that the process provided
them with additional insight into their environments and relationships, which provided
the knowledge necessary for change at the individual and community levels. This is in
addition to the therapeutic healing that came from being able to express their fears in a
safe and non-judgmental setting. The photographs and accompanying narratives, which
were in this case put on display in the community, acted as an effective medium for
community education. The photographs were said to have challenged stereotypical
images of abused women as passive, and instead presented abused women as strong and
courageous in the face of tremendous adversity. Study participants discussed in detail the
risks of exposing themselves and their batterers to the community, but decided that “If a
man was out there abusing women, they were not going to keep silent about it; they were
going to tell people what it was like to be abused by him” (p. 1410). According to the
study investigator, this decision to go public in spite of its associated risks reinforces that
the process was empowering for women.

Photovoice has been shown to effectively balance power, create a sense of ownership,
and build capacity in both research participants and the communities in which research is
conducted (Wang et al. 1998). According to Castleden et al. (2008), this approach
enables effective and adequate response to the cultural preferences of Aboriginal people
in Canada, specifically to the extent that it addresses longstanding concerns among
Aboriginal people about injustice and exploitation in the research process. This finding is
supported by Brooks et al. (2008) in their critical appraisal of cross-cultural research,
using the Photovoice methodology. According to their findings, Photovoice is culturallyappropriate and suitable for health research involving Aboriginal women because: a) it is
conducted in consultation with Aboriginal women and b) it benefits Aboriginal women
individually and communally, as well as socially, culturally, and politically. Through its
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ability to empower disadvantaged populations, and through its attention to local
knowledge and expertise grounded in experience, Photovoice addresses the concerns and
needs of Aboriginal communities contemplating partnerships with universities and
research institutes.

Community members who participated in the Castleden et al. (2008) evaluation of
Photovoice methodology to create social change overwhelmingly indicated that it was
culturally-appropriate and effective in enabling the examination of environments,
relationships, and associated health problems. They expressed positive feelings about the
project in spite of a longstanding frustration with academic research, and highlighted the
importance of the pictures beyond the scope of the study; specifically, as records of daily
life and archival data for collective community-owned knowledge. That said, emphasis
was placed on the extent to which the traditional approach to Photovoice methodology
may have to be modified. Any modifications made would have to reflect the needs and
goals of a particular community, as well as the nature of the subject matter, as was the
case herein.

Aboriginal people are deeply suspicious of the research process because it is historically
embedded in colonization. The alternative is research for self-determination, community
development, and health promotion. Key to this approach is a focus on needs and
strengths and respectful recognition of culture and beliefs. The result is more successful
programs and services that respond to real needs and enrich and empower.

3.4 Steps in the Photovoice Process
Beginning November 2009, I worked in partnership with the study community’s health
care providers to recruit a sample of 5-10 Photovoice participants through purposive
snowball sampling (Patton 2002). After several meetings with the health center staff,
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letters of information (Appendix A) were distributed to the community health workers for
distribution to their clients. Community health nurses and representatives often represent
the first line of contact with community members. They have well-established
relationships with our membership and are trusted sources of knowledge and support.
Potential participants were selected from a rough list of women compiled by health staff.
Health staff then made first contact with potential participants in order to explain the
purpose of the study and provide them with a letter of information. In order to lessen the
potential for perceived coercion, no further information was provided by the health staff,
each of whom is already knowledgeable of women’s lives and a trusted person in the
community. Interested participants then contacted me directly. Aboriginal women were
permitted to participate if they met the following criteria; were: a) survivors of IPV; b)
free from IPV for at least 6 months; c) 18 years of age or older; d) mothers; e) registered
members of the community; f) currently using health services; g) interested in
participating based on informed consent; and h) willing and able to use a camera. Eight
women in total contacted me for further information. Six of those women attended a
camera orientation session, 5 of whom took photographs. The sixth participant did not
take photographs, but did participate in an individual interview. Throughout the
recruitment process, I met regularly with health staff to discuss their recruitment
experiences. They were reminded to remain neutral in their recruitment efforts and to
consciously seek variation in age, education, employment status, and mobility, location
within the community, and family of origin.

The requirement that participants identify as mothers is not incidental. Because of the
role of mothers in transmitting norms, traditions, and ways of life, there is a strong
connection between mothering and the health of children, families, and entire
communities (World Health Organization 2005). Prior to colonization, women were
respected as central to the well-being of their communities, and their roles [as bringers of
life; bridges between the spirit life and life on earth; nourishers; subsistence food
gatherers; and healers (Fiske 1992; Simpson 2006)] critical to their central positioning.
According to Lavell-Harvard and Lavell (2006), Aboriginal mothering continues to have
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a protective influence on children and is a source of individual strength, resilience, and
larger community renewal. In spite of incessant attacks on women’s roles and the ways
by which knowledge and values are transmitted, Aboriginal mothering still holds
tremendous potential. According to Goforth (2003), mothering is critically important to
rebuilding the strengths of our communities and helping children bridge their two worlds
and find balance and success.

The following outline clarifies the ensuing steps in the research process: 1) Camera
Orientation Session; 2) Picture-Taking and Journal-Writing Assignment; 3) Individual
(Photo-Elicitation) Interview; 4) Transcript Summary; 5) Participant Review; 6)
Feedback Interview; 7) Working/Support Group; 8) Photography Exhibits; and 9)
Continued Program Development and Improvement. It is important to note that program
development occurred at the outset in order to minimize the harm and maximize the
benefits of the research. A program of individual counseling and debriefing was available
to participants from the outset, and with their continued input, the healing and support
program was cultivated to include a broader range of activities.

Typically, Photovoice methodology comprises an introductory orientation session,
followed by a photography assignment and focus group dialogue (Leipert et al. 2012).
While this approach has proven effective in various health promotion efforts, in order to
better protect the confidentiality, anonymity, and safety of participants in this particular
study, focus group dialogue was replaced with semi-structured, photo-elicited interviews.
This modified version of Photovoice proved effective in terms of power-sharing,
community-ownership, and capacity-building, enabled an accurate reflection of
participants’ experiences, and promoted critical reflection and dialogue, yet demonstrated
consideration for the innovative ethical considerations involved in research with abused
First Nations women. The weaknesses of this change were largely time-related and
effort-related. I spent a great deal of time in contact with participants, and data collection
was very slow. From my perspective and the perspectives of participants, these were not
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problems, but from a traditional resource efficacy point of view, it could draw some
criticisms.

Each camera orientation session lasted approximately 1 hour. During the camera
orientation sessions I met with women survivors to explain the purpose and nature of the
project. Matters of privacy, confidentiality, and individual rights were also discussed, and
consent forms signed. I then gave each woman 2 disposable cameras (1 color and 1 black
& white) and asked each to photograph places and/or objects that: 1) best represent their
overall health currently and 2) have positively or negatively impacted their health in the
context of the violence in their lives. In the context of these discussions, and drawing on
the work of Leipert and George (2008), I introduced metaphors that could be used to
depict their experiences, feelings, behaviors, etc. This was necessary in order to stimulate
ideas and encourage reflection. Initially, participants had a difficult time imagining the
types of photographs they would take, and so the use of metaphors set their minds at ease
and provided some direction for the task ahead. For example, I envisioned a closed door
and interpreted it in many different ways (e.g., as symbolic of being trapped in an abusive
relationship or as a strategy for staying physically safe). The matter of coping strategies
was also addressed, including keeping it a secret, or self-destructive behaviors, such as
alcohol and drug abuse, exemplified through a bottle of pills, which can also represent
lack of control. Within the context of these discussions, special emphasis was placed on
their own experiences of IPV; their perceived health, both good and bad; their coping,
resistance, and health promotion strategies; and the context within which they
experienced violence.

Although the women saw value in taking pictures of people, particularly supportive
people in their lives, such as parents, friends, children, and grandchildren, we all agreed
that doing so could put these individuals at undue risk. Participants were also given
journals, which allowed them to document, reflect on, share details about and
contextualize the experiences and perspectives captured in their photographs. The
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journals were intended to assist participants to convey in written form their experiences
of abuse, its effect and their personal goals with regard to family, community and nation,
etc. Participants were encouraged to draw on the journals during the course of their
interviews. However, I did not request access to the journals. Existing literature supports
the physical and emotional benefits of journaling, including: improved mood and immune
system functioning and reduced blood pressure and post-traumatic disturbance (Baikie
and Wilhelm 2005). Ultimately, the process was implemented to help women survivors.
From my perspective, the details in the journals were personal and expressed for the sole
purpose of personal beneficial effects; as opposed to research.

Approximately 2 weeks after each camera orientation session I contacted the participants
to discuss their experiences and determine their emotional state. Plans were typically put
into place to retrieve the cameras; however, most participants were unable to meet their
self-imposed deadlines. The amount of time it took for participants to complete the
picture-taking process varied enormously. One participant had her cameras for a total of 3
weeks and took 1 picture. Another participant had her cameras for 11 months and took 31
pictures. In each case, the picture-taking process proved more difficult than originally
anticipated. Participants were candid about, and impassioned to describe, the obstacles
they encountered, most of which were psychological. The proceeding chapter describes
these difficulties in further detail. In a matter of three to five days from the time I
retrieved the cameras, prints were returned to participants. At this point, participants were
free to remove pictures of their choice, although none of them did. Participants were
subsequently invited to participate in an individual interview, moderated by myself, at
which time they selected significant photographs from their collections. These
photographs formed the basis of interview dialogue (Leipert and Smith 2009). During the
individual interviews, participants were asked to share their pictures and to communicate
their experiences with IPV and views about how living in the community affected their
experiences.
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A set of pre-determined questions helped focus the individual interviews. The questions
guided each interview to varying degrees, but did not determine the focus or tone. Rather,
each interview was guided by the photographs and issues raised during the interview. The
questions are as follows: a) were you able to accurately capture your experiences of
violence and perspectives through photography; b) what were your experiences, both
positive and negative, with the cameras; c) what do your pictures say about you, your
experiences with gendered violence, supportive people in your life, and your community
as a whole; d) what message do you want your pictures to convey with respect to IPV; e)
having selected one picture that best represents the violence that you experienced, please
tell me why you selected that picture; f) having selected one picture that best represents
your health in the context of IPV, please tell me why you selected that picture; g) having
selected one picture that best represents a coping or resistance strategy, please tell me
why you selected that picture; h) having selected one picture that best represents the
context within which you experienced violence, please tell me why you selected that
picture; and i) overall, was the process of taking pictures beneficial or detrimental to your
perceived health and sense of well-being.

All of the women who participated in the Photovoice component of this project have
lifetime experiences of abuse. A pattern of violence often surfaced in their late teen years,
sometimes earlier, and was sustained through their adult years. Lifetime experiences of
violence cause considerable emotional pain. Violence that occurs over a long period of
time can result in significant mental distress, and a climate of fear that contributes to Post
Traumatic Stress Disorder (PTSD) [Astin et al. 1993]. Participation in trauma research is,
for that reason, precarious. With it comes the risk of opening wounds and becoming upset
and unmanageably distressed. Fortunately, participation need not be harmful, and the
application of specific techniques can help maximize beneficial outcomes. This project’s
interviews were informed by such techniques, which included concerted efforts to: a)
reduce researcher control; b) communicate compassion and understanding; c) normalize
the experience of violence; and d) provide information (Hathaway et al. 2002).
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By choosing important pictures/the subjects of discussion and critically analyzing those
subjects (thereby generating themes for future action), participants fully controlled the
process. From start to finish, each participant determined for herself how long she had her
camera, how many pictures she took, which of the pictures to talk about, and how each
picture was contextualized. Through continual reference to the larger research group, I
affirmed their experiences as normal. And by linking participants to various resources
and supports, including individual counseling and other therapeutic care options, we
effectively responded to and engaged women survivors, doing what we could to optimize
the experience. The provision of information and support was key to this and the impetus
to obtain program funding. Without it, neither the individual counseling nor the group
support was possible. But with it, we were able to better engage women survivors and
develop a program comprehensive enough to support women at an individual level and
expand our collective efforts to community awareness work, professional development
and networking. Through the program we were able to network with relevant agencies in
the surrounding area, which allowed us to expand the range and diversity of services
offered. At the end of each orientation session and interview and throughout the course of
the project, participants were informed of and reminded of these options. Workbooks
were also distributed, as were referral booklets outlining the range of programs and
services available in the area.

In terms of showing emotion in order to connect with participants, this was something
that came naturally, meaning, I didn’t have to try. Rather than exercise emotion, I in fact
had to control it. Each interview and story was impactful, making it difficult to do so.
Given the degree to which participants opened up to me, I assume this conveyed sincerity
and compassion and was beneficial to the process. What I found is that women survivors
will talk at great lengths if someone is willing to listen. If anything, I was willing to listen
and engaged with each participant and story. Based on the preferences of participants,
and for the sake of overall comfort and discretion, the interviews were not audio-taped. I
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did, however, take field notes and transcribed the notes immediately following each
session.

The information was analyzed using a process described by Wang and Burris (1997).
Analysis occurred when participants selected important photographs and contextualized
information by explaining the significance of the pictures; that is, through taking pictures
and talking about the pictures. In so doing, participants identified important issues and
dominant themes, and by way of that, enriched the depth of understanding that was
obtained from the pictures. This was in addition to my analysis of the pictures and stories,
which, together, revealed contextual data and information pertaining to the nature of the
violence experienced, perceived health, coping, resistance, and health promotion
strategies, and the context within which participants experienced violence. Specifically, I
compiled field notes after each interview and group session, and the photographs and
notes were analyzed together to identify emerging themes.

Research of this qualitative nature requires analysis that sufficiently uncovers points of
view and perceptions. Towards this end, my notes and transcript summaries were
accessible to participants for accuracy and further discussion, bringing in an element of
collaboration that is often neglected in research, including most participatory research.
Those who indicated an interest were encouraged to read their material for accuracy,
review central themes and concepts, and contact me if they felt changes were required.
This was in order to delve more meaningfully into discussions about IPV and their health,
and critique their own stories, resulting in a more reliable discourse.

Following analysis, participants were invited to help create an exhibit of participants’
pictures. The pictures included the stories, which gave voice to their experiences of IPV.
The exhibit is currently housed at the Kettle & Stony Point Health Services building, and
the collection of pictures has been included in exhibits at other locations, including
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awards ceremonies and art galleries. The purpose of the exhibit is to educate the
community about IPV and its extent, nature, and consequences. Participants were also
invited to help form a working group made up of participants and local health care
workers. The purpose of this group is to identify and clarify important issues and enhance
the existing healing and support program. The group enables coordination and consensus
among collaborators for the purpose of program improvement. This process has involved
consistent contact and collaboration over the course of several months. The working
group provides a much-needed forum for participation, cooperation, and collective
action. Furthermore, it promotes a shared interest in the project, and the larger healing
and support program. The recommendations of the working group are included in
Chapter 5 of this thesis. While efforts are being made currently to incorporate these
recommendations, the hope is that they will inform mental health, addiction, and violence
programming in the years to come, until which time a comprehensive and fully-integrated
program is attained.

3.5 Summary
Two issues emerged as central to this project and how it would be designed and
implemented. First, was the above-mentioned relationship between Aboriginal people
and non-Aboriginal people in research, and the role of women within that relationship.
Second, was the physical and emotional well-being of women survivors. Although these
concerns are principally separable and have different purposes, clearly, an overall
commitment to respectful research partnerships and to the interests and needs of First
Nations women and their communities enhanced outcomes on both. This is a clear shift
away from how research was historically conducted in Aboriginal communities, which
treated Aboriginal people as subjects with problems that needed correcting. This project
was designed to include First Nations women as researchers and as partners in a process
designed to develop new understandings and directly benefit individuals and community.
This course of research is in line with an emerging paradigm shift in Aboriginal research,
which is characterized by the direct involvement of Aboriginal people in defining
problems, conducting research and facilitating solutions. Respect of history and culture is
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an important part of this. It’s key to building and sustaining partnerships and facilitating
locally-relevant outcomes.

The Kettle & Stony Point Health Services Healing and Support Program for Women
Survivors and Girls at Risk is this project’s main outcome. It developed out of survivorinformed strategies for managing IPV in the here-and-now. This program represents the
project’s commitment to meaningful social change. It evolved out the above-described
process of identifying the problem, critically discussing the problem and its roots and
developing preliminary strategies – a foundational program - for system improvement.
Each aspect of the project played a role and was implemented into the larger program.
This commitment to action can be thought of in terms of how Photovoice enhanced social
support, both through the process itself and its contribution to a program aimed at
improved support. It is important to note that the Photovoice process and the photographs
that emerged from that process are at the core of how the program developed and was
eventually implemented. It was the basis upon which research was conducted and the
foundation upon which actions strategies were implemented.

Clearly, Photovoice methodology effectively addressed the participatory and dynamic
nature of this project and lent itself well to the sharing of experiences and perspectives. It
yielded exceptionally rich data when compared to conventional methods of data
collection, primarily because it is less structured and rigid than conventional methods and
offers ample leeway to address matters of importance to participants. Although a range of
issues presented themselves as important going into the research, ultimately, participants
decided for themselves the types of pictures they wanted to take, overriding themes, how
they wanted to take the pictures (i.e., in black or white, staged, or spontaneous) and the
amount of time necessary to adequately capture their experiences of, behaviors associated
with, and feelings regarding abuse.
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Note that the proposed research adheres to the Canadian Institutes of Health Research
(CIHR) Guidelines for Health Research Involving Aboriginal People, and it embodies the
key tenets of PAR as outlined by two of the methodology’s leading practitioners
(Kemmis and McTaggart 1988). The project gave priority to the voices of First Nations
mothers and ensured shared power and decision-making in defining the issues that affect
them. It was undertaken as a partnership between myself and the study community’s
health care providers. This partnership has been built and reinforced through continued
discussion and consultation over the past 2 years. As part of that partnership, I committed
to encouraging and supporting the future development of the program and its services.
Funding for the 2012-2013 fiscal year was recently secured, thanks to a one-year grant
provided by the Ontario Trillium Foundation. It will allow for continued development
based on identified needs, with the ultimate goal of sustainability beyond this short
timeframe.
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Chapter 4

4 Kettle & Stony Point Health Services Healing and Support
Program
This chapter describes in further detail the Kettle & Stony Point Health Services Healing
and Support Program. It documents the vision for and objectives of the program, and the
role of Photovoice and all ensuing victim support, community awareness, and
professional development activities within it. Particular attention is paid to Photovoice as
the foundation for the program, and to the content and function of the photos in
highlighting significant themes and directing program development. Simply put, the
photos reveal community strengths and weaknesses in the context of Intimate Partner
Violence

(IPV).

Through

taking

pictures,

selecting

significant

photographs,

contextualizing the photos and, in this manner, representing our community, women
survivors have made a significant contribution to local, positive change. The onus is now
on health care workers to be open to and learn from their expertise, and to build on and
sustain the program within the centre’s existing Mental Health and Addictions Support
Program.

The Healing and Support Program is a close to 2-year and running program that
addresses several key themes identified by health care providers and women survivors
during project planning, recruitment, and camera orientation. The program was
developed in conjunction with the Photovoice project to maximize understanding of
participants’ lives and adequately address both the stress and trauma experienced by
women survivors, and the community’s overall culture of violence. Of primary concern
was the impact of Photovoice participation; specifically, the likelihood of revisiting
traumatic and painful memories. In order to minimize harm and maximize beneficial
outcomes, we were compelled to create an emotionally-supportive and compassionate
setting in which women survivors could access relevant resources, continue to talk about
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their experiences, and consistently help advocate for other survivors and women and girls
at risk.

For the past 2 years, in partnership with women survivors and community health staff, we
worked together to develop and implement a program that is responsive to community.
Presently, the goals of the program are to support women’s health and help reduce IPV.
This is through efforts to: a) address the unique situations and specific healing needs of
women; b) build the capacities of our organizations and workers to respond to gendered
violence and the needs of victims and those at risk; and c) expand the range and variety
of culturally-appropriate services available to community members, including survivors
and those at risk of victimization and perpetration. The program’s official logo (Figure 2)
was created with the input of women survivors. They were clear about the design’s
message. It had to: i) represent the collection of people living in our community (i.e., the
Council of the Three Fires); ii) capture the central role of First Nations women within
family and community; and iii) demonstrate the importance of trauma-informed healing
to good health, and the role of culture (e.g., the Seven Grandfather Teachings) and
tradition (e.g., jingle dress dancing) in healing, as well as healing spread over multiple
generations, resulting over time in a stronger community.

87

Figure 2: Kettle & Stony Point Health Services
Healing and Support Program Logo
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4.1 Risks and Responsibilities
The project as framed placed control in the hands of participants and safeguarded their
interests. Still, IPV research places participants at risk, as well as researchers and
collaborators if a current or former partner finds out about the nature of the research. It
also places participants at increased risk of distress from having to recall painful
experiences of violence, and researchers and collaborators at increased risk of sadness
and grief from continued exposure to participants’ stories, some of which may have
personal relevance.

Early on in the project I noticed that participants were having difficulty taking pictures.
At that time I consulted the project’s trauma counselor, and it was her assessment that
participants were experiencing avoidance as a result of Post-Traumatic Stress Disorder
(PTSD). Women reported that they were avoiding taking pictures, avoiding talking about
their experiences, and/or avoiding writing about their experiences. The counselor
commenced a course of Eye Movement Desensitization Response (EMDR) therapy, as
well as treatment for dissociation. This allowed participants to approach the material
without avoidance symptoms, thus bridging the gap between post-trauma symptomology
and project needs and requirements. Eye Movement Desensitization Response is state of
the art material that participants still find helpful. According to our counselor, their
satisfaction is grounded in recent theory that trauma is held in the right, survival part of
the brain and, therefore, treatment approaches that favor cognitive talk therapy (which
initiate left hemisphere activity) are simply ineffective at remediating symptoms, such as
hyper-arousal, hypo-arousal, and avoidance related to traumatic exposure.

Activation of unprocessed traumatic memories is expected in a project such as this, and it
was anticipated before research commenced. To address this concern, the option of
individual counseling was offered concurrently. This decreased the risk of destabilization
and the re-dramatization of unhealed memories. This and all additional efforts to
minimize harm and, in addition, maximize the benefits of the project were based on
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current discourse (Ellsberg and Heise 2002), and are herein in accordance with the World
Health Organization’s (WHO) Ethical and Safety Recommendations for Domestic
Violence Research (1999). Prior to data collection and throughout the research process,
health care workers and I were trained in the identification, intervention, and prevention
of IPV. The training both prepared the team to be responsive to the participants and
prepared the team so they were not adversely affected by the research process. The
training was provided by a number of organizations specializing in domestic violence
information, referral, advocacy, and support. In addition to skills-based instruction on
identifying, assessing, responding to IPV and referral, with an emphasis on safetyplanning and trust-building, the training provided us with ample opportunity before data
collection began to discuss IPV in the context of the study community, as well as our
own experiences with IPV. Training was complemented by regular opportunities for
debriefing, in addition to numerous stress management workshops.

Towards securing the physical safety of participants and minimizing psychological
distress, a number of additional safeguards were put into place in advance of data
collection. Selection criteria noted above excluded people in, or recently in, abusive
relationships. This requirement substantially diminished certain research-related risks
associated with research on IPV, such as the possibility that a current partner will
intercept information about the study or about services and programs that address IPV.
And drawing on the recommendations of Tisdale (2003), participants were asked to
provide informed consent at each stage of data collection; specifically, prior to the
camera orientation sessions and preceding the interviews. As analysis began and the
research evolved into action planning, standard consent was replaced with processual
consent, the goal of which was to repeatedly clarify the purpose of the research, its
direction, and next steps. The informed consent form clearly states the purpose of the
proposed research and the risks and benefits of being involved. It explicates the broad
nature of the questions asked and emphasizes throughout that participation in the research
is voluntary, and that participants can withdraw at any point or not answer questions that
are particularly personal or difficult to respond to. I provided ample opportunity before
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each camera orientation session and individual interview to read and re-read the form,
and encouraged questions about the study. The passing of information about study
participants was confidentially done, and discretion on where recommendations
originated was strictly enforced. The Mental Health and Addiction Support Coordinator
was usually available to ground and debrief, and participants were reminded of this
option throughout the research process.

4.2 Kettle & Stony Point Health Services
The mission of Kettle & Stony Point Health Services is to promote wellness of mind,
body and spirit, prevent disease and injury and protect the public’s health through the
delivery of health programs. The mandate is to enhance the health of community
members through a barrier-free, holistic, comprehensive, culturally- appropriate and
accessible service delivery system. The role of Kettle & Stony Point Health Services is to
ensure the provision of programs and services in specified areas. This includes:
community health; home support and assisted living; medical transportation; and mental
health and addictions.

The Community Health Program aims to promote healthy lifestyles, healthy growth and
development through all stages of life, protection from public health hazards, prevention
of disease and provision of a wide variety of community based services, including:
preconception, prenatal and postnatal education; maternal and child health education and
support services; school health; healthy lifestyles promotion – smoking cessation, cancer
prevention, diabetes support and weight management; immunization; and environmental
health services. The Home Support and Assisted Living Program helps individuals who
are elderly or suffering from a debilitating illness or diseases to maintain their
independence and quality of life, either in their home or as residents of our community’s
Assisted Living Facility. The Mental Health and Addictions Support Program offers
counseling, art and play therapy and various support services for all ages. This project’s
Healing and Support Program for Women Survivors was developed in collaboration with
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the Mental Health and Addictions staff and currently functions as a division of that
program.

The Mental Health and Addictions Support Program offers a variety of services to the
Kettle & Stony Point membership. Programs currently include: Alcohol and Drug Abuse
Prevention; Community Wellness; Canadian Mental Health Association Clinical Case
Management and Integrated Client Services; Art Therapy; Crisis Intervention; and
Mental Health and Addictions Case Management. The alcohol and drug abuse program
offers addictions prevention, awareness and counseling. This includes referrals for
withdrawal management, treatment, relapse prevention and methadone maintenance.
Note that our resident population is 1200; and that approximately 100 community
members are currently enrolled in a methadone maintenance program. Our drug and
alcohol worker is currently implementing a broad range of harm reduction initiatives,
including overdose prevention and education on safer injection drug use, inhalation, sex
and piercing. This is in addition to the Community Wellness Program, which offers
programs for youth and their families. Healthy lifestyles and prevention are highlighted
through engagement in physical activities, cooking, art and music classes, youth drop-in
support and training in healthy relationships and leadership development. Suicide
prevention and intervention services (e.g., SafeTalk and ASIST) are also available
through this program, as well as numerous family functions. The Mental Health and
Addictions Case Manager offers a variety of support groups, education and case
management services, including group support for women and families affected by
addictions and mental illness. The Mental Health and Addictions Support Program also
offers specialized counseling services. Registered Social Workers from London and
Sarnia offer their services once per month and twice per week. They offer counseling in
areas such as trauma, grief and loss, anger, anxiety and emotional regulation. The
Canadian Mental Health Association Clinical Case Manager works with individuals with
severe and persistent mental illness. These individuals may be helped with problemsolving, health and medication education, advocacy in accessing financial benefits,
housing, food, clothing and community health services. This is in addition to a
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Traditional Healer and Aroma-Massage Therapist who visit the department once every 2
months and once per month, respectively.

The Kettle & Stony Point Health Services Healing and Support Program for Women
Survivors is a welcome and favorable addition to the Mental Health and Addictions
Support Program. It is a comprehensive victim support and violence prevention program
that combines individual, trauma-specific counseling, group support, professional
development and community education/awareness activities with photography, narrative
and other forms of artistic expression in order to identify, make visible and appropriately
address First Nations women’s experiences of violence. Men are slowly but surely
finding a place in our program. The Healing and Support Program commenced with the
Photovoice project. An established network of IPV survivors soon emerged, along with a
collection of artwork that continues to inform others about the impact of violence in our
community and involve women survivors in program development and policy-level
discussions around health.

4.3 Program Components
Photovoice is an integral part of the program which demands further elaboration. The
program used a Participatory Action Research (PAR) approach, framed by Photovoice
methodology and other visual methods, to explore the health consequences of IPV among
First Nations mothers living on Kettle & Stony Point First Nation, and to determine how
perceptions of health are shaped by violence and the context of the community in which
participants live. Photovoice methodology was used to explore and describe the violence
experienced by women survivors, their perceived health, the coping, resistance and health
promotion strategies employed by this group of women and the context within which
they experience violence. The goals of Photovoice in this particular project are as
follows: a) provide First Nations mothers with a relevant and self-directed medium for
exploration and reflection on the violence in their lives, and thereby facilitate
participation in a healing process; b) educate our community about IPV as a serious
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social and health problem; c) draw on existing knowledge about violence and First
Nations women and attempt to fill in the gaps, thus providing a stronger basis for policy
and practice in our community; and d) add the voices of survivors to policy-level and
programming discussions on awareness, prevention and intervention.

The photographs include narratives that give voice to the participants' experiences of
violence. Together, the photographs and narratives, along with other pieces of artwork
(i.e., Clothesline Project t-shirts), serve an important function in educating our
community about IPV. They also contribute to theories of effective change in our
community, which have been and will continue to be tested through the planning,
development, implementation and evaluation of actions aimed at improved support for
victims and those at risk. To date, we have implemented a number of targeted support
activities in our community and several community-wide education/awareness activities
designed to increase understanding of this problem, including its extent and
consequences. We have also reached out to and connected with a number of local- and
regional-level organizations and groups, such as the wider health and social service
sectors, schools and women’s groups. These partnerships are intended to enhance twoway learning and promote sustainable social action and change through the integration of
mental health, addictions, violence and wrap-around services.

While we did not collect data on how participants were affected by or benefitted from
their participation in Photovoice, comments suggest that participation was beneficial,
though not in and of itself therapeutic. For each of the participants, taking the photos and
telling their stories was a challenging, yet empowering, experience. Time spent taking
photos and telling stories brought with it a range of important roles, including that of
participant, research partner, and activist for social change. Not only did women
survivors capture, contextualize, and share their experiences, concerns, and desires; they
helped break the silence and secrecy surrounding IPV and other abuses in our
community. With this came the opportunity to work with others, including each other,
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health care workers and numerous other partners in the mental health, addictions and
violence sector to improve the health status of our women, girls and community in
general. In this respect, participation in the Photovoice process helped increase their
overall sense of authority in this given area and significance to our community.

This made me think of the group’s resilience and the ability of women survivors to
overcome violence and contribute in meaningful ways to our community. In fact, many
of the photos and narratives centered around sources of resilience, or resources within
each woman’s networks that contributed to good health. The use of photographs and
narratives to describe sources of resilience served an important function. Not only did it
help participants think about and make sense of their experiences, but it spoke publicly to
the value of women in the Kettle & Stony Point community. Their experiences spoke to
the colonial experience; specifically, the suppression of Aboriginal ways and values. At
the same time, they spoke to the resilience of First Nations women to acknowledge their
experiences, assert their identity, face challenges along the way, and still generate
solutions. In this way, the method has an important communal dimension, maintained by
the circulation of stories invested with resilience, cultural power, authority and
community strengths. In a way, it’s a sort of transmission of culture and values, which is
a practice central to the transmission of knowledge in the Aboriginal community. When
understood in this light, the stories of the participants can play a central role in the
transmission of culture; their words a source of knowledge and wisdom (Kirmayer et al
2011).

The following chapter (Chapter 5) will include an analysis of the photos and individual
interviews. The interviews were based on the photos (photo-elicited) and other details
considered important to each woman’s story. With the permission of group members, I
documented the Healing and Support Program and its development in entirety. The
Healing and Support Program has several components which build on and extend beyond
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the Photovoice project. Women may choose to take part in any one or several aspects of
the program, depending on their needs or reasons for participating.

Beyond the services provided directly to women, the program incorporated a training
needs assessment and followed through to the development and implementation of
a relevant and comprehensive violence prevention and intervention training program. The
assessment included a 10-minute interview, in which I asked staff questions about
attitudes and behaviors, as well as barriers and facilitators to asking about abuse.
Insufficient training, not knowing what to do after disclosure and lack of a relevant
resource person were commonly cited as barriers. The purpose of the training program is
to develop in community and mental health workers, social service providers and
education personnel the knowledge, skills and practices necessary to prevent violence in
our community, ask questions about abuse, respond to disclosures, access resources and
facilitate healing. To date, topics have included: Risk Factors and Warning Signs; Health
Effects; Historical Context; Vicarious Trauma3 and Strategies to Deal with Vicarious
Trauma; Client Issues and Needs; Counseling Strategies; Safety Planning; Support,
Advocacy and Referral; Assessing Children of Different Ages and Treating Children and
Youth; and Community Response. This fiscal year we have plans to engage youth in
preventing violence. This will include a course of training on leadership, workshop
facilitation and public speaking. We will also expand our knowledge in the area of justice
system involvement; specifically, child witnesses and family mediation.

3

Broadly defined, vicarious trauma, together with compassion fatigue and secondary traumatic stress, refer
to the severe and lasting psychological effects of working with trauma victims (McCann and Pearlman
1990). According to Pearlman and Saakvitne (1995a), it is the process through which “the therapists’ inner
experience is negatively transformed through empathetic engagement with clients’ trauma material” (p.
279), resulting in cognitive changes (e.g., a change in one’s worldview), negative physical symptoms, and
emotional reactions (Jenkins and Baird 2002).
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Recently, we hosted the Ontario Federation of Indian Friendship Centers’
Kanawayhitowin Facilitator Training. Kanawayhitowin: Taking Care of Each Other’s
Spirit is a community action campaign to prevent woman abuse in the Aboriginal
community. This is through awareness about the signs of abuse and the engagement of
community members to impact change and healing. The Kanawayhitowin campaign
reflects a traditional approach to community healing and wellness and encourages
understanding of traditional women’s roles and woman abuse from a historical
perspective. Over the course of the workshop, we were encouraged to think about the
specific needs of our community, our individual and collective roles, and how we might
start implementing the program in Kettle Point. A shared healing approach was identified
early on as a priority; and specifically, working with men who are abusive through
counseling, spiritual guidance, healing, and taking a stand. Towards this, the Red Path
Living without Violence Program will soon be implemented in our community. Red Path
is an Aboriginal-specific program designed especially for men. Over the course of 12
weeks, participants will work intensively to better recognize their emotions, deal with
daily stressors, communicate and pursue goals. The overall goal of the program is to
decrease substance misuse, increase education retention, improve job readiness and,
therefore, reduce violent tendencies. This is through practical skill development and
improved insight into the emotional self.

In order to address violence in the lives of women and assist in the coping and recovery
process, monthly support group and individual counseling sessions are also held through
the program, which are facilitated and co-facilitated by a trained counselor with longterm victimization and trauma experience. Individual counseling is available on a biweekly or monthly basis, depending on client preferences, needs and evidence of
improvement. The program’s counselor is a Registered Social Worker and holds a
Master’s degree in Social Work. She specializes in coping and helping people heal from
trauma, and possesses a thorough understanding of relevant historical and
intergenerational issues. Specific matters she addresses include depression, Post
Traumatic Stress Disorder (PTSD), dissociation, anxiety and grief and loss Although her
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specialty is Eye Movement Desensitization and Reprocessing (EMDR), which
incorporates many different treatment approaches to encoding or processing traumatic
life experiences, including past experience, current triggers and future problems, the
therapy that she uses depends on the unique situation and preferences of each woman she
sees. Individual preferences are significant. To better attend to these preferences, we are
currently seeking an additional counselor with expertise in traditional healing methods.

The individual counseling and debriefing sessions are in addition to the Women
Survivors Support Group. A number of different activities are conducted through the
support group, most of which are attended by a core group of 11 women, but open to all
women from the community. To date, these have included a program information
session, talking circles, stress management workshops, self defense classes and holiday
luncheons. The group also uses many tools to promote awareness of violence in our
community, including our community’s 1st Annual Walk to End Violence against
Aboriginal Women & Girls and the Kettle & Stony Point Health Services Clothesline
Project. The walk was held on a cold night this past December and attended by more than
40 women and children. In addition to the walk, the night included a photography exhibit,
roast beef dinner, singing, drumming and inspiring words from a Photovoice project
participant. The Clothesline Project was held this past summer. The t-shirts created
through the project - 12 in total - resulted in a display of shirts intended to further break
the silence and secrecy around abuse in our community (See Appendix B).

Silence has contributed to a cycle of abuse in our community that impacts children, elders
and everyone in between. At the Clothesline Project workshop, women voiced frustration
about the extent of the silence, implicating the community as a whole, existing health and
social service programs [health and child and family services (Mnaasged)] that receive
family violence funding, and leadership. For them, the only way to break the silence is to
openly acknowledge its existence, increase conversation about it, and explore and address
the reasons for it. A key topic of discussion was the relationship between personal
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experience and history. As the evening wore on and the t-shirts neared completion, each
woman stood up and described her shirt, her broad personal experience of violence, and
the events that transpired in her generational line of grandparents, parents, aunts and
uncles, and children. For many of the women, an ongoing cycle of intergenerational
abuse set the stage for early destructive life paths.

In order to address this reality, we helped organize and hosted a community workshop
entitled, From Legacy to Choice: Healing the Effects of Generational Trauma. This was
a 4-day workshop facilitated by Jane Middelton-Moz, renowned for her work in trauma,
cultural self-hate, children of alcoholics, addiction, and lateral violence. Jane has over 25
years experience with Aboriginal communities across Canada, the United States, and
Australia, and was a welcome guest in our community. A total of 36 people attended the
workshop. This number far exceeds the norm in our community. Over the course of our 4
days together, Jane assisted participants to understand the impact of trauma - on feelings,
thoughts, relationships, behaviors, attitudes, dreams, and hopes for the future. We
explored trauma, historical trauma, internalized oppression, after-trauma anxiety
reactions, grief, reasons that grief is delayed, triggers, emotional memories and the role of
positive support and validation. She worked with the group to address toxic feelings,
accept the pain and its impact, let go and forgive. Through the course of the workshop,
Jane reiterated what had been explicated time and again by women involved in the
Healing and Support Program – that speaking the truth about trauma, including violence,
is essential for the healing of individuals and families and the restoration of our
community. Critical to this healing process is the provision of adequate support and
resources. Although we are unable to address the full range of issues through the Healing
and Support Program, we did commit to keeping the workshop group intact and facilitate
continued cohesion and support through the establishment of a support group. The Grief
and Trauma Support Group consists of men and women and convenes on a monthly basis
to discuss issues of interest to the group. To date, topics of discussion have included:
Lateral Violence, PTSD and PTSR, EMDR, and Emotional Freedom Techniques (EFT). I
facilitate these groups alongside the program’s trauma counselor. Her participation is
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essential in teaching and confirming coping skills and assisting participants to manage
their emotions. One-on-one professional treatment is also available currently.

These program components are in addition to a 12-session, survivor-driven, mentoring
program for girls at risk. The mentoring program will commence May 2012 and involve
monthly education and awareness efforts, leadership and other skill development
opportunities for girls at risk, and collaboration between survivors, other women mentors,
girls at risk, and local service providers in the areas of language, culture, healthy
relationships, and positive lifestyle choices. The goal of mentoring program is to create a
safe and positive environment that supports the development of strong and inspired
female leaders. This is in order to improve life skills and competences in leadership,
promote and support both academic achievement and traditional knowledge and skills,
and reduce the risk of addiction and violent victimization. This program will draw on the
knowledge of both women survivors and other local women committed to being positive
and healthy role models for others. Survivors, other mentors, and girls at risk will
network and engage in monthly activities together. A wide range of social (talking
circles), recreational (self-defense seminars), cultural (workshops on traditional roles and
responsibilities) and educational (miscellaneous certification) opportunities will be made
available. Focus groups are currently being conducted with a group of natural helpers,
who will identify activities of specific interest.

4.4 Summary
The Kettle & Stony Point Health Services Healing and Support Program combines group
support and individual counselling with photography, narrative and other forms of artistic
expression in order to identify and make visible Aboriginal women’s experiences of
violence. It builds the capacity of health care and social service providers to respond to
the myriad of victim needs. This is through increased education/awareness, skill
development and collaboration with survivors. The program provides a much-needed
opportunity for local stakeholders to collaborate on a service area for victims (and
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perpetrators), engage relevant agents and develop and implement services that address the
singular and multiple challenges that community members face.

It satisfies the need for an implementation process that both draws on the experiences of
survivors and allows them to benefit from the knowledge and input of trained
professionals. This is in order to promote the development of effective programming in
the community and thereby increase victims’ chances for long-term support and recovery,
and foster capacity for advocacy in the community, thereby ensuring more effective
prevention and healing efforts over the long-term. The Healing and Support Program
acknowledges the role of healing in our community and facilitates the process where time
and resources allow. Additionally, it builds a mentoring relationship between survivors
of gendered violence, other First Nations women in leadership roles and girls at risk. This
is through increased awareness efforts involving survivors, life and leadership skill
development for girls and collaboration between survivors, leaders, young women and
local service providers in the areas of language and culture.

The Healing and Support Program is an important outcome that came to fruition as the
project was being implemented. We initially envisioned a process whereby Photovoice
would be implemented, followed by analysis of the photos, narratives and photoelicitation interviews, and then action. Of course, action was necessary throughout (from
beginning to end) to ensure relevance and adequate support for participants. The benefits
of the program to participants and the community are evident; this in terms increasing
health-promoting capacities and creating health-supporting social networks. The
Photovoice provided a window for women to reconnect with the land and nature, their
connection to God and the Creator and their children. Furthermore, the program explicitly
sought out and nurtured support networks and opportunities for women survivors to
gather, talk about their experiences and hopes for the future of our community; to connect
with each other. Thus, the program’s agenda with respect to IPV and health impacts is
much broader and more encompassing than taking pictures and increasing our knowledge
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of health impacts. Instead, the project in its entirety is a means through which omens
survivors can heal, increase control over their own health and improve their capacity for
positive change, with the ultimate goal of community healing. In the case of First Nations
peoples, the implications of this are profound. By providing a place for First Nations
women to discuss and educate others about their experiences of IPV – and their
experiences of being colonized, while at the same time celebrating the role of culture,
spirituality, nature, and community in healing – the Healing and Support Program is just
one example of what decolonizing health promotion can look like locally.
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Chapter 5

5 Research Findings
This project was designed to empower First Nations mothers to work toward a vision of
quality care in Kettle & Stony Point; specifically, a system of health care that better
meets the needs of IPV-affected community members. Photovoice methodology was used
to gather information on the health and social consequences of IPV and the confounding
impact of various social determinants of Aboriginal peoples’ health; specifically, barriers
and facilitators to seeking, accessing, and utilizing safe places and health-promoting
resources and capacities. The women survivors who contributed to this program
communicated unique aspects of our culture and community, and the impact of these on
their experiences of IPV. This distinctiveness must be attended to when responding to the
specific needs of survivors, as well as functioning victims and perpetrators. By
addressing the nature and severity of abuse and its consequences, and by locating relevant
relationships, we, as community health workers, can better correct and enhance our
knowledge, skills, and behaviors with respect to IPV.

This chapter summarizes the project’s main research findings, followed by survivorinformed recommendations on identifying and responding to the needs of IPV-affected
community members. These recommendations are consistent with the foundational
principles outlined in the Ontario Native Women’s Association (ONWA) and Ontario
Federation of Indian Friendship Centres (OFIFC) Strategic Framework to End Violence
against Aboriginal Women (2007).

The discussion that follows incorporates the collection of photographs for which
participants provided accompanying narratives. They were selected by the women as
particularly important and central to our understanding of IPV, its impact, the

103

vulnerability of First Nations women to IPV, and possible solutions. These word-forword accounts are accompanied by paraphrased quotes. The paraphrased quotes are based
on field notes, which were transcribed immediately following each interview and group
session.

The photos that follow have been viewed by multiple audiences – at photo galleries,
health fairs, presentations, and as they hang permanently at the health centre – and have
impacted a wide range of people, including health staff and social service workers,
community members, local leadership, city councilors, academics, funders, and so on.
For me personally, the photos were a wake-up call. Though I held a general appreciation
for the existence and impact of IPV in our community, real-life descriptions of the extent
of the problem, the harm done, and the reasons for such abuse overwhelmed me at times.
Some of the photos and stories are, thus, hard to witness and convey a complexity that
could leave one unhinged. That said, it is important to note that the photos and stories
also capture accomplishments, dreams, and hopes for the future. Just as the photos
capture struggles and concerns, they also offer insight into the strengths of our
community and opportunities for positive change. Most importantly, they confirm what
many of us already know through our own histories and interactions with our mothers,
sisters, aunties, and grandmas - First Nations women possess tremendous strength,
compassion, and cohesiveness. In spite of their traumatic experiences, all of the women
survivors who participated in the Photovoice project and all other components of the
program are strong, resilient, and passionate. They exhibit a devotion to family, friends,
and community that is unparalleled.

5.1 Characteristics of IPV
Through the photos and narratives, and in the photo-elicitation interviews and group
discussions, participants discussed the insidious and deceptive nature of IPV and how, in
the beginning, their relationships were “loving” and “balanced” and their partners
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“gentle” and “affectionate”. One participant compared her relationship to a rose,
commenting:

This is a rose from a group of bushes in my yard. It always has and still
reminds me of my first love. One summer I took a rose, gave it to him, and he
wore it proudly on his hat. That was a beautiful time because I felt loved, and I
didn’t feel loved as a child. It also reminded me – when a rose faded and got
torn and ragged – if you tried to take it off you were hurt by the thorns of the
bush. That’s what happened to this love; it became hurtful.

Participants also described the escalation of abuse from off-handed and slightly hurtful
comments about their hair or the way they dressed to regular physical violence and
control over all aspects of their lives.

He was definitely working up to something. It was like, make me feel safe and
then WHACK. I didn’t understand why he would treat me like that and hurt
me, but it was definitely control. He knew he could control me.
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Commented another participant:

He used to have an old, broken-down airplane sitting in the backyard. It was
rusted out and missing parts and could never have run. Still, I used to always
think about putting that thing back together and just flying away from there. It
was unrealistic, but it seemed like my only option at the time.

She added:

Near the end, he was constantly trying to put fear in me and make me feel
useless. Looking back, there was nothing he wouldn’t say or do, so I try not to
think about it. But I was scared for my life. It was paralyzing.

Participants emphasized the scope of IPV. They described it as physical and
psychological, and as comprising financial control. For one participant, not having money
meant having to stay. She explained:
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I dreamt of living a different life in a different place, and just having the money
to get out of there. Of course, I didn’t have any money, so I stayed.

For another participant, the end of her relationship brought with it independence and
freedom, which she took pride in. Though limited financially, she was eager to find work
and eventually found a job at a nearby women’s shelter. She elaborated:

When I was with him he never let me have money or buy anything for myself. I
used to have this one pair of underwear, and I’d wash that underwear every
day. When I left him for the last time and got my first pay, the first thing I did
was buy a bunch of underwear. It made me feel so good.

Participants experienced frequent physical and emotional violence that was severe in
nature, life-threatening, and constant. Women conveyed that they were choked,
threatened with weapons, tied-up, thrown from cars and bridges, dragged by their hair,
and tossed down hills and across rooms. As one participant explained:
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He used to use all kinds of things to beat me and put me down – knives, a
hammer, his hands. Yes, he once threatened me with an axe. I remember one
time I came upstairs from the basement and when I opened the door a knife
came flying by my head. My husband was up there with his friends. I can still
remember the breeze that passed by my face and the way that knife jiggled
back-and-forth when it hit the wall.

A second and third participant detailed the severity of their mistreatment, which escalated
during pregnancy. They described its brutality, as well as the methods they later used to
avoid it.

I married this person only to find out he was abusive in many ways. Of all the
abuse I suffered – mainly slapping, punching, hitting, being pulled by my hair
– choking seemed the most frightening. I never forgot, eight months pregnant,
one day he chased me to this creek, threw me down, and choked me. He
choked me long enough and hard enough that I almost passed out. This time he
had a knife and held it to close my stomach – to my baby. I fought him hard
because I thought I was going to die. After that I can remember always being
afraid. And the looks of the knife. That’s when I learned how to talk myself out
of abuse by either agreeing or lying. I never, ever lied growing up, but I had to
not to be beaten up or killed. I didn’t like how it felt, but it kept me alive.
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You probably think this is a nice picture. Actually, I was thrown off that
bridge. One day when he got mad he just drove to the bridge and threw me
out. I was in so much pain, and still am. I’m pretty sure I was knocked out, too.
I eventually learned to avoid this. I avoided the worst by doing things right.
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This was in addition to the emotional abuse that they experienced in their relationships.
This was frequent and included name-calling (“slut” and “bitch” were common), putdowns (being called “fat” and “stupid” and “good-for-nothing”), spending time with
other women, and intimidation, which involved threats of harm to them and their
children. For one particular participant, threats to take the children were incessant, and its
impact on her near debilitating. She explained:

This is a parking lot overlooking the school that my children attended. After I
left him, I would go there every day and just hide in that one place. He always
threatened to take the kids if I left him. I just wanted to make sure they were
safe. I was obsessed with them being ok.

5.2 Health and Social Consequences
We also learned that IPV has a profound impact on the overall health of women, and that
the impacts are long-lasting. Cancer and diabetes are common to the group of Photovoice
participants. Happily, three of the women who took photographs have beaten the disease
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and are now cancer-free. Although the effects of IPV extend to many other physical
outcomes, including chronic pain (e.g., soreness at the sites of old injuries) and physical
stress-related symptoms (e.g., frequent chest pain, trouble sleeping and laying down for
long periods, and stomach problems), the mental health outcomes are considerable.

The abuse that participants experienced is associated with histories of depression and
substance abuse (mainly alcohol misuse), anxiety disorders, and PTSD. Many of the
women spoke to flashbacks and to repeated traumatic re-experiencing. This included
thinking about violent episodes, remembering specific details of their abusers (e.g., the
make and color of the car he drove, the way he styled his hair, the kind of cologne he
wore, and the sound of his laugh), and reliving particular encounters.

He always wore this one kind of cologne. I forget what it’s called. Anyway, I
looked everywhere and couldn’t find it, but I wanted to take a picture of
something that would represent it. I’ll never forget that smell.
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Added another participant:

He’s been dead for a long time now, and that’s when the abuse stopped. Still, I
refuse to take that road. I avoid that house no matter what. One day in a rush I
convinced myself that it would be okay, but it wasn’t. It was more than a
memory. It’s as if I was there, sweating, heart beating out of my chest and
everything. So, I avoid it.

Participants highlighted the multifaceted and complex nature of the problems they face,
noting that violence is a common problem in which women, together with their children,
frequently face concurrent challenges. These challenges, which include Fetal Alcohol
Syndrome (FAS), were described as “long-term” and sometimes “irreversible.”

Among the women who battled alcoholism, most attributed their excessive drinking to
violence, describing a progression of alcohol use from moderate to severe. Explained one
participant:
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Drinking was my coping mechanism. That’s how I got through most days.
Sometimes I would run and hide from him, but most of the time I was too tired
to run, so I drank and faced it. I didn’t drink like that before I met him.

Another participant attributed her and her husband’s “mutually violent” behavior to
alcohol misuse. She explained that alcohol was her husband’s backbone; it gave him the
courage to hit her, and her the courage to fight back. For her, there was a strong
association between lack of connection (to culture, spirituality, and traditions), heavy
drinking, and violence. Consequently, when she and her husband adopted the Red Path
and the drinking stopped, so did the violence.

We also learned about the impact of violence on children, and that these impacts are a
source of shame and guilt for women survivors. Although the women consider
themselves good mothers and grandmothers, they concede that their children witnessed
violence. More than that, their children intervened in acts of violence. One participant
explained:
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My brothers were fed up, so they tied him up and left. They were going to come
back, but then my son came home and found his dad. I remember how I felt
when I found it. It made me sick to my stomach.

Beyond that, they were raised in environments of aggression, hostility, and fear, and
those stresses shaped relationships between the women and their children. Harmful
effects on emotional adjustment and functioning were highlighted; specifically, trouble
transitioning from one life stage to the next (i.e., from adolescence to adulthood) and
overly-dependent behavior. Difficulty accessing child-specific services was mentioned
(e.g., children’s mental health and justice services), evoking anger and frustration in one
particular participant. She explained that her son is angry and granddaughter abusive,
both with aggressive tendencies, and that they’ve “fallen through the cracks.” Another
participant described her family’s extensive involvement in the criminal justice system.
For her, trips to the courthouse are a way of life that have spanned decades. There many
years ago for a case involving her husband, she described him getting angry and having
to hide from him in the bathroom.
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When asked whether her mothering was compromised as a result of the violence, another
participant indicated that her life was unsettled, and that she was often too distracted to
care for her children. She described a situation in which she moved back and forth from
being a competent and attentive mother who tried really hard, to a mother pre-occupied
by money, being with her friends, getting drunk, and staying safe. In these situations,
relatives helped care the children; mainly, the children’s grandparents.

I know my children suffered. I mean, I wasn’t always there for them and that
affected our relationship. We see each other every day and my daughter helps
me out here and with the house, but that trust is still gone. There’s a lot of
resentment.

Participants described the harmful family environments that violence, together with
alcoholism, created. A recurrent theme was the need to understand women’s experiences
with both violence and substance abuse, and the pathways between them. This issue was
raised on numerous occasions by the majority of participants. For two participants in
particular, alcoholism has played a significant role in their lives and, by virtue of that, the
lives of their children. The complexity of their problems collided in a negative way,
resulting in FAS and other alcohol-related outcomes (e.g., impulsive behavior, attention
deficit, and bi-polar disorder). Explained one participant:

We fought when I was pregnant and I drank a lot. Back then, I was in survival
mode and not thinking about consequences. I hate that I did that, so I try my
best now to advocate for these kids. You know that my son has FAS, right? So,
I spend a lot of time with him raising awareness.

5.3 Barriers to Health-Promoting Mechanisms
Participants highlighted two key barriers to managing and ending violence. These
mechanisms supported IPV and, at the same time, diminished the impact of healthpromoting and protective factors. These included: a) a Culture of Violence in our
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community and b) the Interconnectedness of Lives on reserve. Notably, participants were
ambivalent about health care, simultaneously highlighting its challenges (e.g.,
“difficulties getting in the door” and “poor quality”) and potential. According to one
participant, the frequency and severity of her abuse likely exacerbated health care
barriers. The nature of her abuse and its consequences made it difficult for workers and
the community as a whole to adequately address the problem, its complexities, and
consequences. As one participant explained:

It was like, where should I begin? I’m dealing with this, and this, and this. The
issues that I deal with are one on top of the other.

Funding was a source of related contention. According to a second participant:

We need to think about skills and knowledge. I know based on experience that
the funding is restrictive. Who’s going to do this work for $40,000?

Overall, participants expressed gratitude for the health centre and the work that health
care providers do, commending their commitment to physical health and well-being.
According to participants, they provide an important connection between community and
outside agencies and are knowledgeable of the health problems (e.g., diabetes,
communicable childhood diseases, and maternal-child health issues) that impact our
people. As one participant explained:

The diabetes support group is a wonderful resource, particularly for us older
people. I enjoy the Toonie Lunch, too. It’s a good place to connect with the
nurses and maintain my relationships with old friends. There’s usually a game
after lunch, and we’ve had presentations on elder abuse, so it’s useful in terms
of support and education. But what about mental health? It’s all
interconnected.
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Through the photos and discussions, we also learned that health care providers, social
service workers, police, and leadership create barriers to comprehensive and, therefore,
effective care that instill in women a sense of isolation. Participants detailed disparity
between the number of women who have experienced IPV and sexual assault and the
number of women who have sought out and received community-level support,
intervention, or treatment, detailing barriers to support at the clinical and larger
community levels.

How many women come through these doors? This is a real problem. They’re
here for prenatal, to get flu shots with their kids, or whatever, but who’s asking
about abuse?

A second participant asked:

Women come in here with black eyes. Is it even addressed?

Because IPV is linked with myriad problems, the health centre was identified as an
important site for detection and intervention. Still, the barriers remain. Despite
expectations of impartial and holistic care, participants communicated an overall
frustration with community workers, managers, and leadership (i.e., Chief and Council),
noting that their attitudes and practices sometimes deter women from seeking help.

I’ve seen their mandate. It’s hanging in the front. It’s part of their mandate to
address all causes of health, including emotional and spiritual health. What’s
the point of having it if you’re not going to stand by it?
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While all of the women articulated parallel experiences, one participant in particular was
affected. Assuming she could draw on required services in Kettle Point, this participant
returned to our community after fleeing an abusive relationship with a non-Aboriginal
man. Two weeks after arriving, she visited the band office to inquire about housing and
social assistance – the necessary resources to get her on her feet. After having described
her situation, the worker there responded, in her words:

Don’t expect special treatment here. We all have problems.

For her, this was an intensely demoralizing experience, which negatively affected her
relationships with other service providers, and was key to her leaving just a few months
later. She explained:

I came back home to Kettle Point thinking I’d have a safe place to live and the
support I needed to get better. I don’t think I can get that here, and so I’ll
probably just go back. At least my friends are there. Here, there’s too much
negativity.
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She added:

They should really do more here to support people who need help, especially
women who are abused by their husbands and boyfriends.. The conditions I’ve
lived in for the past little while – terrible. I’m talking about broken doors and
no light fixtures or locks. Then they just gave me the cold shoulder when I went
to talk to them about it
it.

cipant on four different occasions. Each successive meeting, she
I met with this participant
seemed a little less hopeful, and increasingly discouraged by her prospects here.
her Finally,
she concluded:

I’ve left, gone back, left, and will go back again. As bad as the abuse is
sometimes, especially the verbal abuse and the way he puts me down,
sometimes it’s just easier to be there than somewhere else or here.
here Do you
know what I mean? I guess you can say it’s a long road – that journey out of
abuse.
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Notwithstanding, participants are in regular contact with health staff and access a number
of services through the Community Health program, including immunization, well-baby
check-ups, diabetes support, and education regarding weight management and smoking
cessation. In the past, however, when the violence was occurring, participants did not feel
comfortable identifying themselves and their children as needing support and/or
treatment. In the absence of community-wide disapproval for violence, participants
accessed services outside of the community. Because choices were limited, women
depended on external community supports, such as shelters in Sarnia, Strathroy, and
London, which required that they leave the community. Their experiences outside of the
community were mixed. Though some had positive experiences and felt warmly accepted
by non-Aboriginal service provides, others experienced racial prejudice and had a
difficult time leaving their parents, siblings, and community.

All but one of the Photovoice participants left as a result of the violence, and most didn’t
return until later in life (everywhere from five to 20 years down the road). Participants
spoke of their experiences integrating back into the community and their families.
Initially, most felt like outsiders in the community. They were excluded from jobs and
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housing and had difficulty building new friendships. In general, they felt disliked as
threats to community stability. One participant remarked:

Even though he passed, I think his family felt intimidated by me because they
knew what he did. Everyone knew. But I could tell they didn’t want me here, as
if I did something wrong by leaving and coming back.

The abuse that women experienced as intimate partners was compounded by violence
experienced in previous relationships and as children. Many of the women involved in
the program are survivors of childhood abuse and/or were sexually victimized as young
women, often by extended family members. From their perspective, this was a risk factor
for victimization as adults.

I know now it was wrong, but back then it was my normal. I was a child and
this was my experience.

Their overall experiences of abuse lasted many years (“lifetimes”) and had lasting
impacts on their mothering experiences. In most cases, the community reinforces the
notion of not talking about partner violence or abuse in general, in spite of its associated
health and social problems. Participants are keenly aware of the culture of violence that
shapes our community and believe that it lays the groundwork for, and contributes to,
abusive behavior. Basically, it creates an environment in which violence is considered
acceptable and violence committed against women and children is tolerated and passed
down from one generation to the next.

Insufficient community support, including that of informal and formal networks,
exacerbates the negative health consequences. It deflects attention away from the issue
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and creates a situation in which resources (notably, funding) are spread out over less
urgent areas such as harm reduction, leaving IPV-affected community members underserviced and disillusioned. For this reason, none of the women thought a shelter in the
community was a good idea. In addition to privacy issues, participants expressed concern
that community efforts to enhance safety would be hindered by prevailing social beliefs,
attitudes, and behaviors, placing women and their children at increased risk. For
participants, the communal task of creating and sustaining a violence-free community is
challenged by this overarching lack of support, which extends to workers in the
community.

Overall, participants were uneasy about enlisting the help of family members, both in the
midst of the violence and afterwards. While there was an element of embarassment;
generally speaking, they didn’t want to put their parents and siblings at risk. Explained
one participant:

There was so much negativity. People spoke so poorly of women who
complained about abuse. If I complained, everybody would know. That’s just
how it works here.

She added:

When my parents came they hid me so that no one would see me leaving the
reserve. I was a scared, shaking little thing – just 97 lbs. We were nervous that
he would come find me, so we never told people where I was. There were no
shelters during the 60s, but I was told about the Women’s Rescue Mission – a
house run by the Mennonite Church. That house still stands there. I’ll never
forget it. It housed women from many backgrounds – abused women,
prostitutes, same-sex couples. But the people that ran it were very loving and
there was a real sense of safety and comfort there. That is where I stayed with
my son until I got a place of my own and a job.
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Though their parents were aware of the abuse, family was primarily silent about it. This
reinforced in women that IPV is a private issue to be dealt with surreptitiously and/or on
own’s own.

My parents were good parents. My dad was kind of distant, but we were taken
care of. But the stuff that I was going through, we just didn’t talk about it.
When I left, my parents drove me, but mom and I hid in the back of the car.
This is a small community and everybody knows everything.

Explained a second participant:

My family was supportive and that support helped me in other parts of life,
such as being a mother, but my relationship was something else. I had a child
with him and that was it.
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This is, of course, consequential. When informal networks (i.e., family and friends) are
unable to provide sufficient support, then formal networks take over. The problem is that
both networks of support are embedded within the same social context, resulting in
widespread complacent behavior.

5.4 Sources of Resilience
5.4.1

Children/Hope for the Future

We also heard that substance abuse is common in the adult children and grandchildren of
one particular participant, but that, overall, their children are notably resilient, with
participants reporting few problems beyond what the families can manage.

We’re close and we’re always there for each other, even though we’re here
and there. If one of my sons or my grandchildren needs something, I’m there.

One participant identified the need for broadened FAS prevention, with broader goals of
enhancing women’s health and by way of that, the health of our children and youth.
Across the board, their children were the impetus to leave their relationships or remedy
the violence. One participant explained that her children were a gift from God. She didn’t
own them; rather:

They belong to the Creator. The Creator gave me the responsibility to raise his
children in a good and healthy way. This is what I’ve learned.

She added:

It was my children who took my hand and lead me out of family violence. They
were my courage and strength when I had none.
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Furthermore:

I needed to break the cycle of violence for my children, but also the
generations of children who will follow in their footsteps.
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5.4.2

Spirituality and Culture4

Although participants still struggle with depression and their PTSD symptoms, each has
overcome her struggles with alcohol, and all are living clean and sober lives. A number
of participants attribute recovery to cultural re-awakening and participation in traditional
ceremonies, while others attribute it to involvement with the Church and their faith in
God. Overall, participants exhibit an appreciation for the role of spirituality in preventing
violence and healing. This was captured in several photos. For one participant, prayer to
the Creator and participation in traditional ceremonies promoted an inner strength and
guidance that helped her and her husband break free of violence and alcoholism.

We’re still together. When it was time to change, we did it together, and our
Anishnabe culture was an important part of that. It was my Aboriginal culture
that helped me to heal and to understand the pain that colonization has caused
me, my family, and my entire community. I didn’t always think this way and it

4

An important part of culture for many First Nations individuals is learning about and participating in traditional
ceremonies, which are inherently spiritual. These ceremonies help us connect with culture, which is why spirituality
and culture appear here in the same heading.
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showed. I have found my place of healing in the safety and shelter of my
culture.

A slightly larger contingent relied on their Christian faith and the support of their Church
community. Traditional ceremony and practices are not a significant part of their lives
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and have not impacted their personal healing journeys. Though not adverse to certain
aspects of traditional ceremony (i.e., utilizing the circle, smudging, and the use of an
eagle feather), they noted a need for further discussion.

My parents were Christian and I go to Church and identify as Christian. I
don’t see myself participating in spiritually-based traditional ceremonies, but
I’m not adverse to it, and certainly, I don’t criticize others for their beliefs. I
truly believe we’re more alike than different.

Noted a second participant:

There’s this idea that traditional people are better off. I’m not convinced. I
think it’s about faith and connection, regardless of your particular belief.

She added:
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The Church is my sanctuary. It is where I go to feel safe, and I feel supported
there. I don’t get that feeling anywhere else.

5.4.3

Connection with One Significant Other

Each participant pointed to the importance of one significant person (e.g., a best friend, a
sister-in-law, a co-worker, a neighbor) who they drew on for support. These relationships
mediated the negative impact of violence, but in different ways. In one situation, a sisterin-law worked with the participant in planning to leave.

That’s his sister and still, she’s telling me to go and where and when to go. It
was best for my son – her nephew – and she knew it.

She added:

To this day when I see old, brown paper bags I remember this day and how I
left him. I left over and over again, but always went back to him. This time was
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different. This time I was really encouraged by my sister-in-law, who told me
he will never change and I should leave. My son wasn’t even two then. I
packed a bag of clothes the night before for the two of us and hid it. The next
morning when he was still asleep, my sister-in-law drove me to my
grandmothers.

For another participant, her friendship lessened the stressful impact of abuse; this by
providing a temporary reprieve.

He would let me go there. He was alright with that. It’s like, he knew I was
there and not somewhere else. He knew where she lived and would check on
me, so it worked out for both of us.

She added:
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That’s where I went when I left, and I just recently went back and spent
Christmas there. I think I’ll always go there for the holidays now. She’s so
warm and her house is so comfortable.

Added another:

I had my sisters to fall back on when I really needed help. My family is huge,
so there was always a place to go, not matter what.

Sadly, other women had no informal supports, which seemingly prolonged their abusive
relationships and compromised their safety. Explained one participant:

I didn’t have a load of family like everyone else here. I didn’t really have
anyone. One night I just decided to leave. When I left for that last time, I had
my pajamas on and no shoes and ran more than a mile to a strangers house. It
was dark, we were out in the country, and I didn’t know this guy, but it felt like
my only option.
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5.4.4

Connection to the Natural World

Participants also described their connections with nature and the benefits of the natural
world for coping and mental health promotion. For one participant in particular, the land
surrounding her home is a “solace.” As she struggles with memories and the enduring
impact of violence, the flowers, trees, and creeks that surround her home remind her of
her higher power (i.e., her Creator) and her own reality as one element of a larger reality.
With this comes an appreciation for others’ experiences and comfort in knowing she’s
not alone. She explained:

I feel completely connected when I’m out here. Life is full of ups and downs,
but this proves there’s something out there bigger than us.

Numerous other women described their connection to the lake. Spending time at the lake
is a common calming activity for participants.

I’ve always had a special relationship with the lake. My mother took me there
when I was little, and I like to take my granddaughters there. We just close our
eyes and listen. It’s our way of dealing with stress.
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For another participant, it helps her connect with our community and generates within her
a sense of community pride.

We’re lucky to have it. As a community, we should be doing more to honor and
protect it. Also, we should be teaching our youth about it, like how to fish and
canoe and just be a part of it.

Animals also played a role in coping and in promoting mental and emotional health postviolence. For the participant who fled to Kettle Point, interacting and playing with her pet
brought with it stability and pleasure. Conversely, having to leave her dog was
devastating.

I constantly worry about him. It makes me sick to my stomach. That’s why the
dogs here upset me. My dog was a friend, so I loved and cared for him like a
friend. They’re treated like garbage here.
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She added:

I feel saddest when I think about my dog. I regret giving him away, even
though I did it to keep him safe. My dog was a good dog. He was always trying
to protect me. I hate how people treat their dogs here. People here neglect
their dogs.

For others, animals connect them to the natural and spiritual worlds and, in so doing, aid
in emotional well-being. As one participant explained:

I’ve always been attracted to horses and other animals in nature, such as birds
and butterflies. I’ll pull over on the side of the road and get lost in their world.
I’m the type of person who keeps the negative thoughts inside. This is how I
manage.

134

5.4.5

Ethic of Responsibility

Finally, participants possess an impressive understanding of the root causes of violence
(e.g., the impact of the Indian Act, residential and Indian day schools, the Sixties Scoop,
and loss of culture). They believe that violence in our community is chronic and endemic,
but well hidden, and they fear for the safety of young mothers currently involved in
abusive relationships and girls whose life paths will lead them to violence.

I felt sick last week when I heard about her. And I’m angry that it still happens
here. Honestly, we need to do something. We should organize a walk or
something like that and invite women from other communities. We need to
show our disapproval.

Discussions of safety almost always involved criticism of the local police force. Overall,
participants hold a negative perception of police in the context of violence. Their
frustrations were echoed by health care workers. Of concern is their failure to address
underlying mental health and addictions problems (e.g., attend training), establish or
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participate in prevention activities, and adequately respond to known cases of violence.
As one participant commented:

I feel like there’s an obligation to help people, and maybe it’s my age showing
through, but we used to watch out for each other. It wasn’t like you were
getting paid either. You just did it.

It was in this context that participants described their inner evolution from victims of
violence to survivors and mentors.

I took a couple of pictures over a couple of days and tried to capture this
flower growing and blooming. I want people to understand that abuse can
come to an end and people can change for the better. It’s important for girls
and young women to know that.

She added:
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Safety, like the Creator, always seemed so far away, unobtainable, and
unreachable. I blamed the Creator for my life, but I eventually realized that it
was me that needed to reach out and change it; not wait for change.

While the memories still linger, participants are in a good way and exhibit tremendous
spirit. Explains one participant:

He’s been dead for 15 years now, but when I drive down that road and past
that cemetery, I’m overwhelmed sometimes with fear.

Still, they participated in the project and spent hours upon hours taking pictures, writing
their stories, and telling us about their experiences. They’ve learned to draw on resilient
capacities, which our community can draw on in developing and implementing
resilience- and strengths-based prevention and intervention efforts.
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5.5 Policy and Program Recommendations
The health of women survivors is influenced by a range of social determinants. Among
them: primary health care5; specifically, community health programs and the services that
prevent and manage crisis situations and promote health and well-being. This includes
the detection and treatment of common mental health and addictions problems, as well as
referral to outside services. Access to and quality of health services is considered critical
by women survivors for violence prevention, intervention, and aftercare support efforts.
Though not the main determinant of health, local-level services that attend to and
appropriately meet their needs are considered important. This sentiment is supported by
the World Health Organization (2008). It defines primary health care as follows:

Primary health care is the principal vehicle for the delivery of health care at the
most local level of a country’s health system. It is essential health care made
accessible at a cost the country and community can afford with methods that
are practical, scientifically sound, and socially acceptable. Everyone in the
community should have access to it, and everyone should be involved in it
(cited in Lavoie and Gervais 2012: p. 393).

Unfortunately, quality service often eludes First Nations people, as do the range of
services necessary to meet our needs. Additionally, many of the services we draw on,
particularly specialized services, are provided by non-Aboriginal service providers, many
of whom lack competence in dealing with us (Loppie Reading and Wien 2009). The
section that follows includes practical suggestions on how to improve access and quality
of services within the Kettle & Stony Point community. It involves community
engagement, collaboration, and action, and can provide a model for community-based
action elsewhere. Essentially, it represents the beginning of a more transformative plan
that involves comprehensive, holistic, and coordinated health promotion efforts. It takes

5

In Canada, primary health care is considered an essential service. Though accessible to Canadians at a
cost covered by government, primary health care is not free in some countries.
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into account the origins of violence and ill health and the multiple pathways through
which larger structural factors impact IPV and our mental, physical, emotional, and
spiritual well-being.

It’s clear from the photos, photo-elicitation interviews, and group discussions that the
silence and secrecy surrounding IPV and other abuses in our community must end and
that a targeted support system must be developed and sustained. According to some
participants, this would require a temporary shift away from land negotiation, economic
development, and other resource issues, which oftentimes prevail to the exclusion of
pressing health and social problems. Such a system should: a) involve First Nations
women in its design, implementation, and control; b) adequately support the range of
those affected, including victims, perpetrators, child witnesses, and those at risk; c)
address root causes of discrimination, marginalization, and its by-products; d) support the
coordination of relevant service agencies; e) incorporate a gender-based analysis; f)
strengthen the capacity of First Nations organizations; and g) incorporate meaningful
healing and health-promotion initiatives; initiatives that account for First Nations values
and ways.

The Kettle & Stony Point Health Services Healing and Support Program is a good first
step. Many of the principles highlighted above have already been incorporated into the
program to some degree, and the expectation is that the program will be enhanced
through the implementation of added recommendations. As the project’s current
coordinator, I am committed to this process, as are the women involved in the program.
Participants emphasized several key approaches to decreasing violence in our community
and better supporting victims and perpetrators of violence.

Through my experience with the Healing and Support Program and the various groups
and individuals that operate within it, it is clear that older community members are
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acutely aware of history’s impact. They recognize its ongoing legacy (e.g., the
intergenerational nature of violence, mental health problems, and addictions) and are
keen to engage in ongoing healing efforts. That said, it is also clear that individuals are
dealing with many types of trauma, have unique preferences for how trauma should be
addressed and, therefore, require varying opportunities for healing. Healing is not easily
defined. Not only will its approach manifest differently in each community, but it will
manifest differently in different individuals. Our community must support opportunities
for healing, both at the individual and community level. This recommendation has been
made time and again; it has been repeated in research and testimony for years (e.g., the
Royal Commission on Aboriginal Peoples 1996). This involves large-scale reconciliation
efforts, but also individual healing opportunities and occasion to define healing needs;
specifically, preferred approaches to healing. Addressing issues of grief and loss and
assisting individuals to deal with their trauma(s) – this is critically important to increasing
health and well-being, with a possible outcome of widespread prevention. Logically, one
must heal (i.e., overcome the impact of trauma) in order to move on with his or her life.
With this comes physical, spiritual, mental, and emotional balance and the capacity to
respect one’s self and others.

Community members must be supported in connecting to our cultural background (one
participant referred to this as cultural connectedness); specifically, the history of our
people, including roles and responsibilities, traditional medicines, land dispute issues, and
our community’s development. This, too, was a recurrent theme. With regard to
engagement in spiritual ceremonies, however, participants were somewhat at odds. In
order to clarify and deepen our understanding of cultural connectedness, it is important to
investigate it further and determine where priorities and capacity lie. Conceptually and in
practice, the effectiveness of approaches will vary from one community to the next, and
within a community, one group to the next. The majority of women involved in this
program are heavily influenced by the Christian Church. Though they appreciate the
potential value of a traditional-based health model, participation in those kinds of
activities are not a priority and some indicated that they would not take part. This
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represents a common dilemma in our community, because many of the health care and
social service workers consider themselves Christian, and yet there is increasing pressure
to implement tradition-based programs and services. The predicament is a difficult one
because, oftentimes, the programs that are implemented do not achieve their intended
outcomes. In relaying opinions on this matter, my attention was drawn to the work of
Herbert (1994), who warned against an overly-idealistic vision of traditional. In
communicating the necessity for a modernized perspective, she wrote:

Tradition is not static; what behavior was deemed traditional 50 to 100 years
ago has changed with the socio-political context in which we live today. Given
the opportunity to reflect and act within a decolonized view of tradition, a
more inclusive and non-oppressive definition of traditional could be created by
First Nations women (p. 32).

On the whole, participants supported a more generalized approach (one participant
pointed to the Seven Grandfather Teachings – WISDOM, LOVE, RESPECT,
BRAVERY, HONESTY, HUMILITY, and TRUTH); specifically, a culturally-safe
environment that includes broader inclusion of, and respect for, community members,
recognizes negative attitudes, acknowledges the colonial experience, and addresses the
social structures that marginalize First Nations people, including the ways we hurt each
other. An important outcome is trust in one another – among health care providers,
providers and clients, and providers and families, which will manifest both in the
community and beyond, extending to our relationships with external agencies.
Notwithstanding all of the good work; clearly, there is a need to address process over
outcomes and build on client interaction. While it does not guarantee the effectiveness of
programs and services, it goes a long way in ensuring the decision-making rights of
community members. Creating a culturally-safe system of care is key to community-level
programming and to the integration of relevant services. Because it helps align beliefs,
behaviors, and attitudes (Rodriguez et al. 2008), it is key when dealing with IPV and
related mental health and addictions (MHA) problems. Through education and improved
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understanding, service providers and agencies as a whole can exhibit greater sensitivity
and, as such, provide a higher level of care.

The causes and effects of violence are wide-ranging. The impacts are immediate and
long-lasting. Simply put, the whole of a person and their life is affected. In recognition of
this, participants advocate a holistic perspective and one that attends to both prevention
and intervention work in the areas of mental health, addictions, and violence (MHAV).
The approach must bring together many aspects of existing work and include a wide
range of health, education, social service, and criminal justice agencies. This seems
obvious and straightforward, and yet the full ranges of on- and off-reserve services have
yet to be integrated. These organizations provide high levels of service to victims,
survivors, and perpetrators, and their workers have extensive experience responding to
the needs of individuals, providing safety, support, and care of many kinds. The
integration approach is cost-effective because it makes use of existing elements.
Additionally, it results in better care because it develops in agencies and its workers a
whole system understanding of needs and how to meet them.

Women in violent relationships experience negative effects. Though they show
tremendous resilience and make significant contributions as mothers, workers,
volunteers, etc, their overall health is substandard, including their physical and mental
health. We’ve learned that women’s health is profoundly affected by the co-occurrence of
MHAV problems. The association between these issues is complex and the pathways
between them unclear. Some participants suggest that their experiences of violence paved
the way for their mental health and substance abuse problems (that alcohol and drugs
were commonly used to cope). Others exhibited a vulnerability to violence attributed in
large part to their alcoholism. Though the nature of the connection is unclear, several
studies have documented that mental health and addictions co-occur (Kessler et al. 1996).
Based on the literature (Graham et al. 2011) and survivor accounts, we also know that
mental health and addictions are associated with violence, including perpetration and
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victimization. The occurrence and co-occurrence of MHAV problems create multiple
issues for individuals, their families, service providers, and entire communities. Given the
complexity of concerns, clients and their families have contact with many different health
care and social service agencies, and the services they receive are not always successful.
Mental illness and addictions contribute significantly to the use of health care services;
and yet, these same groups of people are very likely to report unmet health care needs
(Palinkas et al. 2008). For many First Nations people who suffer from occurring and cooccurring MHAV problems, their problems are even more complex. Institutional racism
and insensitive health and support services collide with insufficient funding, stigma, and
complex needs to deleteriously affect their journey through the system.

Evidence indicates that better service integration will lead to improvements in service
utilization and overall health outcomes (Macfarlane et al. 2009). It is only recently that
standards have been developed for integrated care, especially as it pertains to persons
with concurrent mental health and addictions disorders. And even these standards are
generic; meaning, they do not adequately address First Nations needs and priorities in the
area of occurring and co-occurring MHAV. Even though participants advanced this
initiative as critical to improved care in the community, little is known about the extent of
need for coordinated services or how systems can be improved.

In order to identify and meet the needs of our community, attention must be paid to
collecting and analyzing data based on community size, available community services
and resources, distance from other professional services, and specific historical, social,
cultural, and economic conditions. To address these matters and the sheer complexity of
preventing and treating MHAV problems, Kettle & Stony Point has partnered with the
Centre for Addiction and Mental Health (CAMH) so that two separate, but interrelated,
research studies can be conducted here: Researching Health in Ontario Communities
(RHOC) and Five Views on a Journey. The former is a multidisciplinary initiative that
examines a diverse range of individual and community factors and involves community
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members in the design and use of research. It will improve understanding of co-occurring
MHAV problems in our community by producing integrated knowledge on mental
health, substance use, and violence problems (Wells et al. 2011), including: a) health
service utilization; b) social support; c) stress; d) mental and emotional well-being; e)
alcohol, tobacco, prescription and non-prescription drug use; and f) experiences of
violence. It will provide our community with a body of statistical information that can be
used to assess local needs and inform service improvement. This is in addition to the
Journey study, which has three main objectives: i) collect data from multiple perspectives
(persons who have MHAV problems, family members of persons who have MHAV
problems, service providers and the general population), and use that data to develop a
model of services that comprise the local system; ii) develop a systems model showing
the flow of persons with MHAV problems through the system of services, gaps, barriers,
etc, and use this model to identify and address major system functioning problems; and
iii) develop an optimal general model for MHAV-affected community members. This
research addresses participants’ concerns about the extent to which existing programs
adequately address violence and its co-occurring mental health and addictions problems.
At the community level, both will provide a knowledge foundation for improving
connections and integration.

According to participants, the Healing and Support Program needs to better address the
intersection between violence, mental health problems, and substance abuse. In
community efforts to address mental health and addictions, they feel that violence is
overlooked. We’ve learned that violence impacts all aspects of health and is an important
predictor in general. Expanded resources, enhanced support, and improved access are all
necessary components to improved care experiences. Given current levels of funding,
these can only be achieved through integration of violence into existing mental and
addictions programs and services, and on a larger scale, the integration of our MHAV
services with services offered off-reserve. Towards this, participants called for an
enhanced and more responsive, effective and efficient promotion, prevention, treatment
and support system for community members with occurring and co-occurring MHAV
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problems; as well as families of persons with MHAV problems and service providers.
This system should be commensurate with the needs, values and practices of community
members (i.e., be responsive to individual and community characteristics that impact
MHAV problems, system functioning and care options) and demonstrate adequate locallevel involvement in improved system development, implementation and evaluation.
Collaboration and integration is an integral component. By bringing together and building
on the work of experts from across the relevant sectors, service integration in the area of
MHAV should bring about increased awareness of each problem, better understanding
and improvement in the treatment, care and support of affected individuals.

In the proposed approach to MHAV service integration, the person and his or her family
is at the centre of the system, much like women survivors are at the centre of these
recommendations. As much as possible, and given the resources available to us,
community members must direct their own care and support based on involvement in
relevant research and improved system planning. The continuum of individuals, groups
and services ready and willing to support system improvement is extensive and includes:
community-based health promotion and prevention services and workers; early
identification and intervention services and workers; treatment planning and crisis
management services and workers; mental health and addiction treatment services and
workers; specialized and intensive services and workers; research and training institutes
and specialists; and Elders. In order to make the system work for our membership, the
knowledge and functions of each should be coordinated. At a minimum, partners should
commit to working group meetings, engagement in a strategic planning process
(including a research review, environmental scan and strategy formulation) and
participation in a range of professional development workshops. This should include
training in Indigenous Cultural Safety; Co-Occurring Disorders/MHAV Problems; and
Culturally-Relevant Gender-Based Analysis. Not only will this help bring violence and
its associated MHA problems out from behind closed doors, but it will strengthen the
MHAV workforce and, expectantly, transform the system so that women, men and
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children in our community have equitable access to a more responsive, effective and
efficient promotion, prevention, treatment and support system.

Lastly, this approach should take into account priorities for women living in our
community; specifically, IPV, sexual abuse, and other forms of gendered violence and
marginalization critical in preventing and treating mental health and addictions. It should
acknowledge the role of women in the MHAV system and the effects of their gender on
types and prevalence of certain conditions, service utilization patterns, unpaid care
giving, etc. Of particular interest to participants is the impact of gender roles on MHAV
problems. As a First Nations community, we need to better understand traditional gender
roles, the impact of colonization on these roles, and the importance of cultural continuity
to individual, family, and community well-being. Just as gender roles matter in
understanding health, so too do they matter in determining best practice approaches to
MHAV problems in communities. The proposed approach allows for a culturally-relevant
gender-based analysis. This is through an understanding that MHAV problems are
intricately tied to gender roles, through a commitment to both traditional and modern
strategies in health and healing, and through a respect for histories, traditions and local
preferences in planning, implementing and sustaining system improvements.

Community health centers have an important role to play in prevention and health
promotion; this through work that addresses underlying risk factors for violence, mental
health problems, and substance abuse, and through its acceptance of the need to change
social and economic conditions (Mundel and Chapman 2010). Community health
workers have a unique role to play in improving social support, access to necessary
resources, and by way of that, community- and individual-level health. They are key
vehicles through which culturally-appropriate primary health care is extended to
Aboriginal communities. Community health centers are critically important in keeping
low-income populations and populations statistically more disposed to mental health
problems out of emergency rooms and specialized treatment services (Public Health
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Agency of Canada 2008). Governed at the community level, community health centers
are free to focus on population needs and the social determinants of health particularly
relevant to the communities they service. Co-occurring MHAV problems are leading
indicators informing a new model of service integration in our community. To promote
effectiveness and sustainability within this initiative, community-level factors affecting
women’s resilience should also be considered and incorporated into the framework.
While critical to intervention and treatment efforts, they can also be used in prevention,
and certainly warrant further investigation through research. Focusing on underlying
factors (risks and resilience) can reduce suffering in our communities and save money
and lives. The health of First Nations individuals and populations are impacted by the
social determinants of health. Some are health negating; others health-promoting. Kettle
& Stony Point Health Services, including its managers and frontline workers, should
strive for improvements based on said determinants. This requires responsiveness to local
issues and needs, and a community development approach that builds on community
strengths. What I’ve learned over the course of two years here is that community
members are open to change. Likewise, they are eager to contribute to the health of our
community, given the opportunity.
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Chapter 6

6 National Recommendations and Directions for Future
Research
In Chapter 2 we explored some of the broad, overarching factors contributing to the poor
health of Aboriginal people in Canada and to the epidemic of violence in First Nations
communities. Much of this discussion centered on historical psychological distress,
trauma, and unresolved grief (Duran and Duran 1995; Brave Heart 1998: Mitchell and
Maracle 2004), and resultant legacies of violence and abuse. These experiences represent
common issues within the social determinants of Aboriginal peoples’ health framework,
which includes colonization, dispossession, assimilation, and social marginalization,
along with the range of conditions/circumstances that flow out of these and currently
impact First Nations peoples. Key to positive outcomes is self-determination. Selfdetermination is commonly identified as the most important determinant of Aboriginal
peoples’ health. Referencing Boyer (2006) and Madden et al. (2005), Loppie Reading
and Wien (2009) note that self-determination can favorably impact the most important
intermediate determinants. This includes “political decision-making” and jurisdiction
over “lands, economies, education systems, and social and health services” (p. 23).
Underlying this approach is a call for decolonization; this as a means to resist and counter
colonization (Commission on Social Determinants of Health 2007). This is contingent on
self-determination, sense of control, and capacity to shape policy initiatives and
intervention. Using a gender-based lens, the current chapter explores the promise of selfdetermination in improving conditions for First Nations peoples, and women in
particular, and it links that discussion to the results of this project’s case study.

Through recognition that health behavior, such as IPV, is influenced by colonization and
its current manifestations, a social determinants of health approach shifts the blame away
from First Nations people as responsible for their own poor health (e.g., as diseased and
culturally and/or genetically inferior), and points to the importance of decolonization in
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overcoming our health disadvantages and promoting whole health, including a balance
between the person and others – family and community – and the environment (Chandler
and Lalonde 1998). This includes culturally-appropriate and strengths-based healing and
prevention/health promotion work, which First Nations people can draw on to facilitate
health-enhancing mechanisms, and is contingent on self-determination and increased
control.

6.1 IPV and the Social Determinants of Aboriginal Peoples’ Health
In this chapter I draw on the work of Richmond et al. (2007), Richmond and Ross (2008),
and Loppie Reading and Wien (2009) to make sense of the complex relationships that
underlie unhealthy behaviors, such as gendered violence; essentially, address immediate
needs while simultaneously addressing underlying causes of health inequalities and
solutions to improved health. This discussion will draw on existing social determinants of
Aboriginal health research. Ahead of this, I outlined recommendations for programming
and policy development in the area of violence and co-occurring mental health and
addictions problems. In considering these discussions simultaneously, it’s important to
note that colonialism is a determinant of health for First Nations peoples (Czyzewski
2011), and that health care functions within that larger system of domination and control
to mediate (enhance or impede) health status. The health of First Nations people and their
health care today are intimately linked to each other and to the process of colonization.
When it comes to IPV-affected women, children, and men, their health cannot be
addressed in isolation of necessary services, or in isolation of the pervasive processes that
affect them.

The larger social arena, including the socially-constructed systems that comprise
individuals, families, and communities, is similarly important to an individual’s actions
and behaviors, and at the same time, his or her health and well-being. Social support - the
supportive behaviors and resources of our social ties - is embedded within those systems.
It operates at the individual and community levels, including our intimate and immediate
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family relationships, regular daily interactions with co-workers and neighbors, and larger
community affiliations. According to Richmond and Ross (2008), social support is
fundamentally connected to sense of belonging and critical to the formation of identity;
this through the indoctrination of values, behaviors and expectations. Additionally, it is a
strong determinant of thriving health, or resilience, particularly among women
(Richmond et al. 2007). Unfortunately, not all forms of social support are healthenhancing. Whereas integration and social resources (e.g., trusting relationships and
people to draw on for help) can serve as important protective factors in the face of
stressors (e.g., excessive work pressures and family demands), there are larger political,
social, cultural and economic structures through which health-damaging behaviors, such
as IPV, are supported. These impact an individual’s ability to love and are absorbed as
core values, beliefs and behaviors, which then entrench themselves in families and the
structures that people look to for support, such as the health and social service systems.
Normalization, therefore, confounds help-seeking and larger system response. This helps
to explains why the cycle of violence in our communities is so hard to break; why, at the
individual level, it’s so hard to leave an abusive situation or stop the abuse; and why
women survivors who return to their communities are confronted with continued healthdamaging networks and complacency surrounding their past experiences of violence and
need for support.

This understanding points to the small, but growing body of, literature that identifies
social determinants at the root of ill health and at the centre of interventions and policies
that address it. It directs our attention to the mechanisms through which social support,
for example, exerts it effect on health, the links between social support and other health
determinants, such as colonization, unequal access to quality health care, and IPV, the
conditions under which IPV is related to health and, therefore, the multifaceted and
dynamic processes through which social factors affect individual-level risk factors and
health behaviors (Link and Phelan 1995). The health inequalities that characterize
Canada’s Aboriginal people, including our higher susceptibility to physical disease,
premature death, mental illness, and its correlates (e.g., substance abuse and violence),
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should therefore be organized around commonly-cited social determinants of Aboriginal
peoples’ health (Loppie Reading and Wien 2009). It reflects the “sensitivity of health to
the social environment” and “the common causes of ill health” (WHO 2003: p. 7), which
are closely related to “classic socioeconomic and connectivity deficits as well as
Indigenous-specific factors related to colonization…including loss of language and
culture and disconnection from the land” (King et al. 2009: 76).

This study’s participants spoke extensively of mental health and mental health promotion
in our community. In reducing violence and addictions problems, they’ve put their faith
in healing and improved mental health – a view that holds tremendous promise. Progress
in improving mental health can draw on lessons from survivors (i.e., their sources of
resilience) and this project’s emphasis on healing, recovery, and empowerment to address
immediate needs. In addressing the underlying causes, however, change must comprise
the range of conditions that help protect mental health and support family and community
life. This includes education, employment opportunities, adequate workplace pay, and
quality partnerships between service sectors to adequately address MHAV problems.
This understanding situates mental health within wider debates on social cohesion. It
highlights the corresponding role of education, training, and financial and physical
resources to the well-being of First Nations people (White et al. 2000). This range of
relevant resources requires self-determination. Logically, the power of First Nations
communities to prevent ill health, including violence, is dependent on local control and,
with that, increased opportunities for First Nations people to pursue economic, social, and
cultural development, and build frameworks that reflect our rights, responsibilities,
values, and beliefs (Assembly of First Nations 2011).

Colonization is critically important to the experiences and health status of First Nations
women. It manifests currently in structures that service First Nations women and policies
and programs that affect First Nations populations. Because colonization continues to
impact First Nations people and communities currently, it must be remedied if health-
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negating behaviors and a pattern of ill health are to be overcome. Self-determination can
contribute to well-being through its influence on the intermediate determinants of health
(Loppie Reading and Wien 2009). When applied correctly (i.e., reflects the range of
relevant determinants, including sexism), it denotes a freedom to make health choices and
to choose a way of life that better reflects context. According to Boyer (2006), it cuts
through all relevant factors. “Without control over one’s life it is clear that all other
aspects and life itself will be at risk” (p. 6). The health sector is an important institution in
which structural change is possible. A decolonized health care system respects the
integrity of local care institutions, including community health centers, while at the same
time ensuring integration as equals with culturally-competent mainstream institutions.
Equally as important is the recruitment, training, and retention of Aboriginal health care
professionals (Jacklin and Warry 2012). This, of course, points to the overarching social,
political, and economic contexts within which health care delivery exists. This includes
education and the numerous other structures and institutions through which inequities
persist.

This points to the challenge of self-determination. Oftentimes, it is narrowly focused on a
utopian conception of control without regard to the multiple causes of factionalism in
First Nations communities. The truth is: our communities are ripe with factions, the least
of which are religion-, kin-, and gender-based. Where a commitment to everyone’s wellbeing is lacking, self-determination could degenerate into further dissension (Chiste
1994). This raises important questions about how violence can be addressed in First
Nations communities, and the role of First Nations women in community health.
Monture-Okanee (1992) notes:

The goal that we set for ourselves should be to eliminate the disadvantage that
Aboriginal women face because it is more startling than the experience of
either race or gender. Eliminating this disadvantage is the greatest of the
challenges that face Aboriginal people. By confronting the disadvantage that
women face because they are both women and Aboriginal, we will confront
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the discrimination, disadvantage, oppression, and dependency faced by our
fathers, uncles, brother, sons, and husbands ( p. 115).

It is within the context of locally-controlled institutions and programs that healthful
policies and practices regarding violence can take root. The key is less in selfdetermination, however, and more in the previously-described process of decolonization;
that is, ending colonial processes and reconstructing practices and structures within the
aim of self-determination (Jacklin and Warry 2012). Easy to say, but difficult to do given
the complex processes by which IPV transpires and affects health. The problem is in
ensuring accountability in the face of colonial processes and structures, and managing
difference to ensure optimal system functioning. Part of this challenge is redressing
inequality based on gender. The question is: how? All indicators point to a reconstruction
of family and community life based on respect for women and their role in family and
community. This is, of course, a grand endeavor that extends beyond the conversations of
this thesis. What I can say is this: by prioritizing women’s experiences, making the voices
of women accessible, and empowering First Nations women, this project has contributed
in small part to this larger scale agenda. The photos and stories confirm the important
contributions of First Nations women to the health of families from one generation to the
next, and therefore the potential of women – as givers of life and nourishers of all
generations (Armstrong 1996) – to help reverse the effects of colonization. They point to
the importance of mothering; specifically, quality mothering of children. From the
individual children, outward to our families, communities, and nations, First Nations
women should be revered for their role as nurturers, and for their influence on health at
all levels. “To do otherwise would be to foster a climate conducive to cultural suicide”
(Chuchryk and Miller 1996: p. 4).

Part of this is helping people understand the colonial process and the ways in which
colonization undermined and continues to chip away at the place and value of First
Nations women. It is critical that First Nations people engage in this process. Importantly,
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it enables First Nations people to recognize when we are “wearing the colonizers coat”
(McCaslin and Breton 2008: p. 513), thus setting the stage for change. It also requires
opportunities for women to resist marginalization and actively contribute to policy and
programming in our communities. Key to this is empowerment and increased capacity to
help do the healing and health promotion work.

6.2 Bringing It All Together
This project’s process (i.e., successful implementation) and outcomes (e.g., a core group
of women willing and able to share their experiences and advocate for change) point
directly to the importance of resilience. At an individual level, participants show a strong
ability to overcome adversity and make significant contributions regardless. As I
pondered the sources of their resilience, I thought first of our larger community and its
social and cultural structures and practices. I reflected on a recent event I attended with
my children, which celebrated my brother’s appointment to the Ontario Court of Justice.
At his Swearing In Ceremony, Jon thanked former Chief Bressette and current Chief
Cloud and acknowledged our community as a forerunner - a true model of support. In his
case and mine, Kettle Point provided an environment accepting of individual ideas and
conducive to knowledge and skill development and career advancement. It made me
think, as well, of all the adversity our community has overcome, including the 1942
appropriation of Stony Point, our community’s involvement in the residential school
system, and the 1995 police shooting death of Dudley George.

According to Kirmayer et al. (2009), resilience is a function of this and other historical
processes. Therefore, intervention with respect to various health and social problems
must be long-term, restore and support community strengths, and draw on resilient
people, including those who effectively cope with marginalization. The women survivors
who participated in this project effectively cope with marginalization. Though their
stories cast a critical light on community-level actions and policies, we must
acknowledge that, overall, the community is strong and its membership resolute. It
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comprises numerous mechanisms that promote health and enhance resilience and wellbeing. Sadly, IPV is a complex issue; it's the product of colonization and sociallyembedded processes of racism and sexism. There’s little wonder the problem is so
extensive and the consequences so severe. Still, resilience rarely surfaces minus the
structures and processes of community. This is particularly true of First Nations people
and their communities. In identifying ways to foster resiliency and diminish
colonization’s impact, we should look to the stories of women survivors.
Overwhelmingly, participants attributed their strength, resilience, and ability to overcome
violence to culturally-relevant resources. All of these are important social determinants of
health for First Nations people. I suspect that many others in our community can connect
to these factors, drawing on them as health promotion tools and in times of trouble.

6.2.1

Towards a First Nations Model for IPV Prevention and Intervention

Across the board, resilience surfaced as an important characteristic key to maintaining
health in the face of violence and engaging in family and community life once the
violence ended. It enabled healthy development in spite of IPV and its associated
challenges

(e.g.,

a culture of violence in

First

Nations

communities

and

interconnectedness of lives on reserve), and included the assets and resources that women
survivors drew on for support. There are multiple ways in which resilience is framed and
understood. In the not so recent past, resilience was more commonly framed as an
individual characteristic, best associated with biology. I know of many people who
adhere to this belief. A growing body of literature, however, has linked resilience to
contexts that occur beyond the individual. This includes interpersonal relationships and
wider social networks of integration. The social determinants of Aboriginal peoples’
health emphasized herein provide an important framework for approaching resilience,
accounting for the dynamic and systemic determinants specific to First Nations people.
Chapter 2 of this thesis drew a link between colonization, assimilation, racism, cultural
breakdown, and sexism. All have negatively influenced how First Nations people are
positioned in Canadian society, and how First Nations women are positioned in their own
communities and families. They are the larger distal contexts within which
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intergenerational trauma, violence against women, and the ill health of our families and
communities are constructed, and at the same time, the contexts within which resilience
is developed, and restoration and renewal hold promise (Kirmayer 2009).

Several core themes were advanced by women survivors as critical to maintaining health
in the face of violence (i.e., coping with violence, leaving violent situations, managing
the effects of violence, and healing). These include: a) Spirituality and Culture; b) Ethic
of Responsibility; c) Connection to the Natural Environment; d) Children/Hope for the
Future; and e) Close Relationship with One Significant Other. In terms of moving
forward towards prevention and improved intervention, participants emphasized the role
of trauma, the significance of healing in enabling effective change, and their own
strategies for health and well-being. Central to this discussion was the role of the health
centre. As one participant explained:

Honestly, the activities that you do here and at the school – they’re only as
effective as the community is healthy. If those kids are learning about healthy
relationships but going back to unhealthy homes, or are drug-endangered or
whatever, it’s all for not. You need to think bigger.

Specifically, we need to think about those sources of resilience; in other words, the
community strengths that women survivors draw on to protect themselves and their
children and to support healing. These are the historical, cultural, and social factors that
work together to impact women, their children, partners, and communities (Dion Stout
and Kipling 2003; Kirmayer et al. 2011), and the protective factors that enable resilience.
What’s more, they represent an action strategy for healing and addressing IPV and other
health-negating behaviors in our community. Just as they helped women survivors to
thrive in the face of adversity, so too might the development of strategies congruent with
these themes enable the community to move beyond illness to being resilient and thriving
and well. For the women who participated in this project, they served as therapeutic
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factors in healing, and were advanced as critical tools in IPV prevention (i.e., reducing
risk factors for IPV), intervention, and support in our community, and for engaging health
services. Determined by the needs and interests of women survivors and their personal,
cultural, and social resources, these mechanisms can inform local-level strategies and
may also have implications for policy and practice in similar First Nation communities.
The proposed First Nations Resilience Model of IPV Prevention and Intervention permits
researchers to further explore the mechanisms that influence healing and the points at
which prevention efforts might be enhanced.
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Figure 3: A First Nations Resilience Model of
IPV Prevention and Intervention
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6.2.2

From Resilience to Resistance to Renewal

Historical trauma and the profound losses experienced by scores of First Nations children
in residential schools, training schools, and homes outside of their communities have
affected personal and cultural identity and family and community life from generation to
generation. In order to counter the downstream damage, it is necessary to foster the
creation of processes whereby traumatized families can escape the violent relational
patterns they absorbed as children and start living within healthy relationships. This
agenda has been advanced over and over again in the past decade. Certainly, as Ross
(2008) points out, ones does not have to look far to find effective strategies. Across
Canada, several communities demonstrate promising practices.

A social determinants approach to IPV prevention and intervention allows us to address
the complex interaction between colonization and the various structures, institutions, and
attitudes through which colonial practices play out in our communities and families. The
approach sheds light on the origins of IPV, mental health disparities, and alcohol and
drug problems, as well as contemporary pathways to good health. Just as historical,
political, economic, and social contexts work together to contribute to violence and cooccurring mental health and addictions problems, so too are they the points at which
intervention will be most effective. This includes investments in human and physical
capital.

An appreciation for patriarchy within the colonial process is equally significant, and with
this, an awareness of the role of sexism and its impact. According to Manitoba (1991),
combating sexism is critically important to the health of First Nations communities.
Women and children suffer tremendously as victims of racism and sexism. The
possibility of liberation is dependent on this understanding. This point is echoed by Green
(1993). So long as sexism maintains in the colonial relationship between men and
women, liberation from colonialism is useless. The voices of women will continue to be
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silenced, and their capacities diminished, further perpetuating the effects of colonization
(Commission on the Social Determinants of Health 2007).

In bringing this all together, I borrow from Smith (1999) and her description of
Indigenous social movement. For Smith, Indigenous social movement develops
simultaneously out of “survival strategies” and “cultural systems” (p. 108). These
strategies and systems grow out of frustrations and/or revitalizations, and they nurture
Indigenous peoples, including our values and practices. Presumably, resilience is a
strategy that grows out of frustration. In looking at its sources and thinking
simultaneously of the social determinants of Aboriginal health, it’s clear that resilience is
a form of resistance that draws on cultural values and resources; meaning, it forms in
opposition to the challenges created by colonization and reflects our deep-rooted ethics
and ways. By resistance, then, I’m referring to resistance to efforts to suppress First
Nations values and practices, similar to what Haig-Brown (1988) describes in Resistance
and Renewal: Surviving the Indian Residential School. It’s not about restoration of lands
and inherent rights per se; rather, it encompasses thoughts and practices that are nurtured
over generations, suffer assault and great damage, but are never quite destroyed; this in
spite of the challenges we face. Importantly, these struggles between colonization and
resistance to its modern manifestations include hope for renewed health and steps in the
direction of self-determination. In our community and others, this resistance continues
and can build at the policy and program level.

More than that, today, this form of resistance is widely manifested among First Nations
women. Consequently, this highlights the importance of women’s voices and brings to
mind the capacity of First Nations women to resist oppression, domination, racism, and
sexism, all the while engaging in family and community life – to thrive. In spite of it all,
First Nations women are partners, mothers, teachers, activists, front-line workers,
scholars/researchers, and Elders. We are hopelessly devoted to our families and to
improving life in our communities. This project gives priority to the voices of First
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Nations mothers. It draws on the understanding that endangering women is destructive to
the community as a whole, and that First Nations women hold the key to community
health and well-being. With this understanding comes the potential to restore the roles
and responsibilities of First Nations women.

This project’s findings compel us to see First Nations women not as silent and deprived
of influence and power, but as members of a community that is impacted by colonization
and the social determinants of Aboriginal peoples’ health. With the foundation provided
by First Nations community life, they managed the severest of IPV experiences and are
free of violence. More than that, they thrive; meaning, they contribute in important ways
to our families and communities; this as mothers, grandmothers, friends, volunteers,
committee members, and advocates for children and youth. Participants’ lived
experiences of IPV, as outlined in Chapter 5, bring to light this much larger framework
for understanding the challenge and developing solutions. They point to the relationships
that underlie IPV in First Nations communities and to the central role of decolonization in
working backwards to good health. Their experiences locate sources of resilience at the
centre of promising interventions. These include: Spirituality and Culture; Ethic of
Responsibility; Connection to the Natural Environment; Children/Hope for the Future;
and Close Relationship with One Significant Other. Women survivors drew on these
resources to find meaning, to live with IPV and its challenges, and to find balance.
Communities can apply these findings by incorporating them into programs and services.
Our willingness and ability to do so could very well lead to improved health behaviors
and outcomes.
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Letter of Information

Project Title:
Using Participatory Action Research (PAR) and Photovoice to Explore the Health
Consequences of Intimate Partner Violence (IPV) Among Aboriginal Mothers Living on
a Reserve in Southwestern Ontario

Project Coordinator:
Julie George, M.A., Ph.D. Candidate
Department of Sociology
University of Western Ontario

What is the purpose of this project?
The purpose of this project is to determine how Aboriginal mothers’ perceptions of health
are shaped by IPV and the historical, social, cultural, financial, and geographical context
of your community. This is in order to generate knowledge about pathways to effective
change in your community, and design and implement local-level initiatives that support
Aboriginal mothers affected by IPV.

Who is eligible to participate in this project?
Aboriginal women may participate in this project if they are: a) survivors of IPV; b) free
of violence for 6 or more months; c) 18 years of age or older; d) mothers; e) registered
members of this community; f) currently using health services; g) interested in
participating based on informed consent; and h) willing and able to use a camera.

What will I have to do if I choose to take part in this project?
You will be invited to take part in an information/orientation session and an individual
interview. The information/orientation session will last approximately 1 hour. During the
information/orientation session, the project coordinator will meet with you to explain the
purpose and nature of the project. The ethics of taking pictures, including respect for
privacy, confidentiality, and rights, will also be discussed. The project coordinator will
then give you a camera and ask you to photograph persons, places, and/or objects that: 1)
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best represent your health and 2) have positively or negatively impacted your health in
the context of the violence in your life. You will also be given a journal, which will allow
you to document, reflect on, and share details about your experiences and perspectives.

Approximately 3 to 4 weeks later, the project coordinator will retrieve your camera and
journal and print copies of your photographs, which will be returned to you. You will
subsequently be invited to participate in an individual interview, moderated by the project
coordinator, at which time you will select significant pictures from your collection. The
individual interview, to be held approximately 1 month after the orientation session, will
last approximately 1 hour. During the interview, you will be asked to share some of your
pictures and communicate your experiences with IPV and views about how living in your
community affected, and continues to affect, your experiences. Both the
information/orientation session and individual interview will be held at the Kettle &
Stony Point Health Services building.

Following analysis of the transcripts by the project coordinator, you will be invited to
help form a group for the purpose of reviewing the finalized transcripts and initiating
action planning and implementation. This process will involve consistent contact and
support over the course of several months, at intervals mutually agreed upon by the
project coordinator, local health care collaborators, and participants, until which time an
action plan has been implemented.

This project will conclude with a meeting of the project coordinator, local health care
collaborators, and participants. The purpose of the meeting is to assess this project in
terms of its benefits to participants and the larger community, as well as its difficulties.
The extent to which this project met its initial objectives will also be measured. At this
time, you will be invited to help create an exhibit of photographs. The photos will include
stories that give voice to your experiences of IPV. The purpose of the exhibit is to
educate the local and wider community about IPV among Aboriginal mothers living on
reserve. Participation in the exhibit is voluntary, and participants will inform all aspects
of the exhibit, from design to execution.

YOU MAY AGREE TO OR DECLINE TO PARTICIPATE IN ANY ASPECT OF THIS
PROJECT. ANY DECISION THAT YOU MAKE WILL BE RESPECTED AND
REMAIN CONFIDENTIAL.

Are there any risks or discomforts associated with taking part in this project?
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There are risks associated with taking part in this project. Talking about your experiences
with IPV may be uncomfortable for you or make you think about issues that you have not
yet confronted or dealt with. For that reason, health care workers and/or counselors will
be on hand before, during, and after each group discussion to meet with participants
should the need arise. All participants, whether or not they present as significantly
distressed, may talk privately with the project coordinator or a health care worker
throughout the course of the study.

Projects of this nature also place participants at risk of physical harm if a former partner
finds out about the nature of the work being done. Towards securing the physical safety
of participants, a number of safeguards have been put into place. First, all participants
must be free from abuse for at least 6 months, and must not have lived in the same
household as their abuser during that time. This requirement substantially diminishes
certain risks associated with projects on IPV, such as the possibility that an abusive
partner will intercept information about the project or about services and programs that
address IPV. Additionally, the project coordinator and all local heath care collaborators
will be instructed on how to respond to victims and survivors of IPV and where to refer
those in need of assistance.

Are there any benefits associated with taking part in this study?
This project is dependent on collaboration between the project coordinator, local health
care workers, and participants in a process of asking questions about IPV. The goal is
improved personal understanding and an improvement in social interaction and
professional practice at the community level. Your experiences of IPV and views on how
it affects your health are very important information. It will encourage and support the
development of IPV programs and services in your community, both within the bounds of
the study and beyond.

Will I be compensated for participating in this study?
Yes. You will receive a $25 honorarium for participating in a camera orientation session
and a $75 honorarium for participating in an individual interview.

What happens to the information that I tell you?
All individual and group discussions will be tape-recorded and transcribed to written
form. Only the project coordinator will listen to the tapes. Once transcribed, the tapes will
be destroyed. In order to protect your identity, no names or other identifiers will appear
on the tapes, transcripts, or photographs. All information pertaining to the project will be
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double-locked in a secure location at the health centre. Your photographs and stories will
contribute to the project coordinator’s doctoral dissertation.

Note that information about abuse of someone under the age of 18 years cannot be kept
confidential. It must by law be reported to the local child protection agency.

Other information about this project:
Participation in this project is voluntary. You do not have to participate in this project if
you do not want to. If you agree to participate, you may refuse to answer any questions
asked in the individual and group discussions. Additionally, you may withdraw from this
project at any time, and request that any information that you provided not be used in
publication or in the project’s final report. Participating in this project will not in any way
affect your health care at Kettle & Stony Point Health Services.
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Curriculum Vitae

Summary:
Extensive community-based experience in the areas of First Nations health, rural health,
mental health, addictions, and violence (MHAV), suicide prevention, and community
development. Efficient in establishing collaborative partnerships among First Nations
organizations, community-based service agencies, and research and training institutes.
Skilled in developing culturally-appropriate data collection strategies and tools.
Experienced in facilitating individual interviews and focus group sessions, and in primary
analysis of data using the NVIVO qualitative analysis software. Highly competent in
analyzing, evaluating, and reporting on program service data. Excellent interpersonal and
organizational skills.

Education:
PhD, Sociology
University of Western Ontario
Thesis Title: Intimate Partner Violence (IPV) and the Social Determinants of Aboriginal
Peoples’ Health: A Case Study of First Nations Women’s Resilience, Resistance, and
Renewal
Co-Supervisors: Dr. Jerry White and Dr. Chantelle Richmond
2012

MA, Sociology
University of Western Ontario
Thesis Title: Elements of Effective Schooling for Canadian Aboriginal Students
Attending Provincial, Band-Controlled, and Cultural Survival Schools
Supervisor: Dr. Jerry White
2004

BA (Honors), Sociology / Community Development Pilot Program
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Brescia College
2001

Relevant Professional Experience:
Independent Consultant / Proposed Project Coordinator
Chippewas of Kettle & Stony Point First Nation
On behalf of Chippewas of Kettle Point First Nation and 7 partnering First Nations,
prepared a proposal submission to the Health Services Integration Fund (HSIF). The
proposed project will develop a collaborative partnership among the partnering First
Nations, the Local Health Integration Network (Erie St Clair and South West), 23
community-based MHAV services, relevant wrap-around services, and research and
training institutes. The purpose of this collaborative is to develop an enhanced, culturallycompetent, and more responsive, effective, and efficient promotion, prevention,
treatment, and support system for community members with occurring and co-occurring
MHAV problems; as well as families of persons with MHAV problems and service
providers. This integrated MHAV service system will be commensurate with the needs,
values, and practices of the partnering First Nations and demonstrate adequate First
Nations involvement in improved system development, implementation, and evaluation.
January 2012 – April 2012

Intimate Partner Violence (IPV) Research and Support Project Coordinator
Chippewas of Kettle & Stony Point First Nation
Coordinated a research and support project that: a) addresses the specific needs of female
First Nations victims of IPV; b) builds the capacities of First Nations organizations to
respond to IPV; and c) expands the range and variety of culturally-appropriate services
available to victims, perpetrators, and women and girls at risk. Specifically, recruited IPV
survivors for project participation, conducted orientation sessions, organized counseling
sessions, facilitated monthly support groups, and carried out individual interviews.
Organized training workshops on IPV for service providers, including community and
mental health, child and family services, and Ontario Works staff. Developed a set of
evidence-based ethical guidelines to assist service providers working with IPV victims
and provided education information on IPV to community members.
October 2009 – Current
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Aboriginal Youth Suicide Prevention Project Coordinator
Chippewas of Kettle & Stony Point First Nation / South West Area Health Board
Coordinated a collaborative partnership comprised of key stakeholders from 4 partnering
First Nation communities (Aamjiwnaang First Nation, Chippewas of Kettle & Stony
Point First Nation, Chippewas of the Thames First Nation, and Munsee Delaware First
Nation). Developed a data collection system for maintaining and distributing project
information, statistics, and resources. Established a resource inventory of referral
contacts, available training, and current prevention and intervention strategies. Worked
with cross-community Advisory Committee to develop sustainable youth suicide
prevention and early intervention strategies.
October 2007 – April 2008, October 2010 – April 2012

Relevant Research Experience:
Research Associate / Project Coordinator (First Nations)
Centre for Addiction and Mental Health
Researching Health in Ontario Communities (RHOC); Consumer Journey Study
June 2010 – Current

Research Assistant
University of Western Ontario, Faculty of Education
First Nations Reconceptualize Educational Assessment Project
September 2010 – September 2011

University of Western Ontario, Faculty of Health Sciences
Determinants of Rural Women’s Health: A Qualitative Study in Southwestern Ontario;
Closing the Gap: Rural Women’s Organizations and Rural Women’s Health/Rural
Women Making Change (Social Sciences and Humanities Research Council); Using
Photovoice to Explore Rural Women's Perspectives on Aging, and Social and Health
Promotion Needs and Resources (Ontario Women’s Health Council Rural Women’s
Health Research)
January 2004 – August 2008
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Canadian Aboriginal AIDS Network
The Needs of Aboriginal Women at Risk for and Living with HIV/AIDS
April 2003 – August 2003

University of Western Ontario First Nations Cohesion Project
Elements of Effective Schooling for Aboriginal Students
September 2002 – May 2003

Teaching Experience:
Graduate Teaching Assistant
Sociology Marking Duties (September 2004 – January 2007)
Sociology 021E Introduction to Sociology (September 2001 – May 2003)
Sociology 231 Statistics and Research Methodology (January 2001 – May 2001)

Publications:
Leipert, B., T. Landry, C. McWilliam, M.L. Kelley, D. Forbes, P. Wakewich and J.
George. (2012). Rural Women’s Health Promotion Needs and Resources: A Photovoice
Perspective. In J.C. Kulig and A.M. Williams (Eds.), Health in Rural Canada.
Vancouver, BC: UBC Press.

Leipert, B. and J. George. (2008). Determinants of Rural Women’s Health: A Qualitative
Study in Southwest Ontario. The Journal of Rural Health, 24(2): 210-218.

George, J. (2002). Injustice in the Criminal Justice System. In L. Visano and L.
Jakubowski (Eds.), Teaching Controversy. Halifax, NS: Fernwood Publishing.

207

Awards:
University of Toronto/McMaster University Indigenous Health Research Development
Program Graduate Scholarship
Ethnocultural Council of London Scholarship
Sister Margaret Hanley Scholarship

